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LYMPHOPATHIA VENEREA 


(LYMPHOGRANULOMA INGUINALE) 


LESLIE M. SMITH, M. D. 
El Paso, Texas 


The name lymphopathia venerea was pro- 
posed by Wolf and Sulzberger’ in place of the 
more popular one, lymphogranuloma ingui- 
nale. In as much as this disease does not of 


necessity involve the inguinal region and is, in 
the great majority of cases, transmitted by 
sexual contact, the newer term seems the more 
appropriate, and will be used in this commu- 
nication. Lymphopathia venerea has been de- 
scribed heretofore under the names climatic 
bubo, strumous bubo, non-tuberculous lym- 


phadenitis, lymphogranulomatosis inguinalis, 
esthiomene (the lymph statis vulval lesions in 
women), and a variety of others. It has been 
known in the tropics and in Europe for years, 
but only during the last few years has it at- 
tracted attention in America. Non-tuberculous 
inguinal adenitis has been reported, but its 
relation to the so-called tropical bubo was 
usually not recognized. Undoubtedly many of 
us have seen cases of unexplained inguinal 
adenitis in the past, but hesistated to make a 
diagnosis of a tropical disease which we did 
not know existed in this.country. We were 
handicapped, too, by the fact that there was 
no specific diagnostic test. The introduction 
of the diagnostic skin test by Frei’ in 1925 
facilitated the study of the condition, and as 
a result many cases of obscure adenopathy and 
ano-rectal pathology have been recognized as 
lymphopathia venerea which had formerly 
been diagnosed otherwise. It is evident from 
the increasing reports of lymphopathia venerea 
that the disease is at present far from rare in 
this country, and as it is unlikely that it has 
been suddenly introduced, one forms the im- 
Pression that the scarcity of. reported cases 
heretofore has been due to our lack of famil- 





iarity with the disease and our failure to recog- 
nize it. With the increasing literature on the 
subject and with a reliable diagnostic test at 
our disposal, the disease will soon be removed 
from the list of rare diseases. For a fuller con- 
sideration than is possible here, those inter- 
ested should read the articles by De Wolf and 
Van Cleve’ and Cole* in particular, as these 
authors have probably had a greater experi- 
ence with lymphopathia venerea than have any 
others in America. 

Clinical Course: Lymphopathia venerea is 
caused by a filterable virus and is almost al- 
ways transmitted by sexual contact. The 
average case in the male begins with a pri- 
mary lesion on the penis, appearing in from a 
few days to a week. According to Cole this 
may appear in one of four types: Herpetic, ul- 
cerative, nodular, or as a specific urethritis. 
The primary lesion is characteristically insig- 
nificant in appearance, and is most often not 
noticed at all. In from 10 to 21 days after ex- 
posure the inguinal lymph nodes become en- 
larged, the overlying skin becomes adherent 
and purplish, and the nodes suppurate and 
form multiple chronic draining sinuses. The 
iliac nodes may also become involved and pal- 
pable, but do not suppurate. After weeks or 
months there is a tendency to healing with 
scar retraction and in some cases a resultant 
lymph stasis and elephantiasis. These signs 
may also appear during the activity of the 
disease. Late in the disease there may be in- 
volvement of perirectal lymph nodes and scar 
formation resulting in stricture. 

In women the primary lesion is occasionally 
on the external genitalia and the resulting syn- 
drome similar to that in the male. More often, 
however, it occurs on the upper vaginal wall 
or cervix, and instead of an inguinal adenitis 
the perirectal nodes are involved. There may 
be no. symptoms at all until late cicatricial 
changes cause the development of rectal stric- 
ture or of lymph stasis about the perineum, 
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anus and vuiva, with u:ceration. Bartheis and 
mibersvein’, working with Frei's antigen, tound 
live cases Of iniiammatory rectal stricture with 
Positive skin vests. Lhe work ot other investi- 
gavors bears witness to the tact that 4ympho- 
patnia venerea must be considered in the 
Ssvudy of rectal strictures, and the Frei test 
should be a valuabie aid in these studies. 

Bloom’, reviewing the literature on extra- 
genital infection ot lymphopathia venerea, 
mentioned several cases ot cervical and axil- 
iary adenitis due to this disease, and reported 
a case of his own in which the disease occurred 
in the cervical nodes following a lesion on the 
tongue. 

In many cases there are no general symp- 
toms. In some, however, the adenitis is ac- 
companied by malaise, tever, chills, arthritis, 
and erythema muitiforme-or-nodosum-like 
eruptions. There is a moderate leucocytosis 
which usually is principally an increase in 
mononuclears. 

Lymphopathia venerea should not be con- 
fused with granuloma inguinale which is an 
ulcerative granuloma involving the skin. The 
conditions seldom appear similar, but confu- 
sion of the two names exists in the minds of 
many who are not familiar with these diseases. 
The ulcerative vulval lesions might cause 
confusion. 

In ditterential diganosis the principal con- 
ditions to be considered are chancroidal bubo, 
tuberculous adenitis, bubonic plague, tula- 
remia and adenitis associated with pyogenic 
in‘ections. ‘ 

The Frei Test: The final word in diagnosis 
is a positive reaction to the intracutaneous in- 
jection of Frei’s antigen. This antigen is pre- 
pared by aspirating pus from an unruptured 
suppurating gland of a known case of lympho- 
pathia venerea, diluting five to 10 times with 
physiological saline solution, and sterilizing. 
The latter is accomplished by heating for two 
hours on one day and one hour the next day 
at 60 degrees C. It is then cultured, and if 
sterile on ordinary media is ready for use. 
Lehman and Pipkin’ found that the addition of 
small amounts of various preservatives made 
no difference in the reactions. I have recently 
added .25 per cent phenol to my antigen and 
have found no interference with the reactions 
and no false reactions. Recently Tamura’ suc- 
ceeded in cultivating the virus and preparing 
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an antigen from the cloudy medium. If this 
antigen proves satisfactory it will greatly aid 
us in obtaining a satisfactory supply for the 
treatment of the increasing number of cases, 
Drs. Bedford Shelmire, H. F. De Wolf and 
C. F. Lehman have at various times kindly 
supplied me with antigen in the absence of 
satisfactory cases in my own practice from 
which to prepare it. Lately, I have seen sey. 
eral unruptured nodes, and have been able to 
prepare my own. My antigens have been 
tested on several cases of tuberculous adenitis 
and many cases. of non-lymphogranulomatous 
diseases with entirely negative results. All 
cases of typical lymphopathia venerea, and all 
cases proven to be such by other antigens, 
reacted in a typical manner. A positive re 
action to Frei’s antigen consists of an indv- 
rated papule one-half to two centimeters in 
diameter which appears in from 24 to 72 hours 
and persists for several days or a week a 
more. There may be an erythematous area 
surrounding the papule, and the papule is 
sometimes capped by a vesicle or pustule. 
Rarely a case of lymphopathia venera fails to 
react to the Frei antigen. Active syphilis in 
the patient is said to be a cause of negative 
reactions. Positive reaction is rare in the ab- 


Positive Frei test 48 hours old. 
Site of an older test is also shown. 


Figure I. 
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sence of lymphopathia venerea, and is prob- 
ably due to contamination of the antigen. To 
eliminate this danger of false reactions it is 
best to add a small amount of phenol or other 
bacteriostatic substance, and to test the antigen 
at intervals on both culture media and control 
patients. Once a patient has developed a 
positive Frei reaction he is likely to continue 
to react positively throughout life. 

Pathology: Section of a lymph node infected 
with lymphopathia venerea shows a granuloma 
consisting of lymphocytes, plasma cells, epi- 
theloid and new connective tissue cells, and 
an occasional giant cell. There are numerous 
areas which are broken down and infiltrated 
with polymorphonuclears. The skin overlying 
the nodes may be infiltrated with lymphocytes, 
plasma cells, and polymorphonuclears. 

Treatment: Many forms of therapy have 
been suggested for lymphopathia venerea. To- 
tal extirpation of the infected group of nodes 
has often been necessary in extensive cases, 
and if thoroughly done is likely to be suc- 
cessful, although in some cases the resultant 
cicatrization has resulted in elephantiasis in- 
volving the leg and scrotum. Some authors 
have advised against incision of suppurating 
nodes, as thereby chronic sinuses have been 
formed. Weekly injections of glycerine into 
the opened nodes have been recommended by 
Pinard and Andre’. Antimony and potassium 
tartrate has been extensively employed, with 
definite benefit in some cases. Perhaps the 
greatest advance in the treatment of these 
cases was the intracutaneous injection of Frei 
antigen as suggested by Wein and Perlstein”. 

I have had the opportunity of observing 
eight active cases and one apparently cured 
case of lymphopathia venerea in El Paso. All 
gave definitely positive Frei reactions with 
proven antigens. The study of these cases 
forms the basis of this report. 

CASE REPORTS 

Case I. J. S., Mexican man, 32, was admit- 
ted to El Paso City-County Clinic August 1st, 
1932. He had had several attacks of gonor- 
rhea, the last about five years before, but this 
was apparently cured. Four years before ad- 
mission he had some enlargement of the left 
inguinal nodes which he thinks was preceded 
by a penile sore. Six months before admission 
he had what was supposed to be another in- 
fection of gonorrhoea. At this time the right 
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inguinal group of lymph nodes became swollen 
and suppurated forming several sinuses which 
continued to drain foul smelling pus. On ad- 
mission there was a mass in the right inguinal 
region almost as big as the fist with several 
draining sinuses. The overlying skin was ad- 
herent and board-like, and there was an ele- 
phantiasis-like swelling of the right side of 
scrotum. The blood: Wassermann negative. 
Hb. 80 per cent; w. b. c. 10,200; polymorhpo- 
nuclears, 62 per cent; monocytes, six per cent; 
lymphocytes, 32 per cent. Frei test (De Wolf 
and Shelmire antigens) was strongly positive 
on several occasions. At this time we had not 
begun the use of Frei antigen in treatment. The 
nodes were removed by Dr. W. R. Jamieson 
with apparently successful outcome. Several 
injections of Frei antigen were given for pro- 
phylaxis against recurrence. 


Case lI. J. E., Mexican boy, 18, was seen at 
the El Paso City-County Clinic July 16th, 1934, 
with enlarged right inguinal nodes of one 
month duration. There was no history of pri- 
mary sore and there had been no constitu- 
tionalsymptoms. There was no breaking down 
of the nodes. Frei test was strongly positive 


Se * 


Figure II. Lymphopathia Venerea, showing 
two fluctuating areas and discoloration of 
overlying skin. (Case III.) 
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(Lehman antigen and my own). This boy was 
treated with intracutaneous injections of Frei 
antigen and intravenous injections of antimony 
and potassium tratrate for 10 weeks, after 
which he was discharged as cured. 

Case III. L. A., Mexican man, age 28. On 
August eighth, 1934, presented group of en- 
larged tender nodes in left inguinal region. 
There was no history of primary lesion and no 
history of gonorrhea. On admission the glands 
were soft and fluctuating and overlying skin 
red. The patient complained of headache and 
of soreness in the neck. Wassermann test was 
negative but the patient was being treated for 
an old dormant syphilis. Frei test was strongly 
positive. The fluctuating mass was opened and 
drained and treatment was instituted consist- 
ing of intracutaneous injections of Frei antigen 
and intravenous injections of antimony and 
potassium tartrate. The discharge gradually 
diminished and the sinus healed about two 
months after beginning treatment. 

Case IV. J. G., Mexican man, 26, was seen 
September 10th, 1934. There was no previous 
history of inguinal adenopathy. He presented 
an irregular ulcer about the size of a quarter 


on the prepuce. There was no induration. The 
sore had been present one month. In addition 
there were three smaller ulcers behind the 


corona. A large, soft mass had been present 
in the left inguinal region for three weeks. The 
patient also had syphilis, which was in an in- 
active state with a very slightly positive Was- 
sermann. The Frei test was strongly positive. 
Hb., 80 per cent; r. b. c., 4,700,000; w. b. c., 
12,000; polymorphonuclears, 74 per cent; mono- 
cytes. six per cent; lymphocytes, 20 per cent. 
It was difficult to decide whether we were 
dealing in this case with an unusually large 
and persistent type of lymphopathia venerea 
primary sore or whether there was a mixed 
infection of lymphopathia venerea and chan- 
croid. The lesion had been treated consider- 
ably and it was impossible to find Ducrey 
bacilli in smears. This point was apparently 
settled by an intracutaneous test with Ducrey 
vaccine obtained from Dr. Fred Wise of New 
York. This test was strongly positive. The 
intracutaneous Ducrey test is specific for 
chancroid and as this patient gave no history 
of previous lesion, I feel safe in classifying this 
as a mixed infection of chancroid and lympho- 
pathia venerea. The fluctuating nodes were 
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incised and drained. The patient was treated 
with intracutaneous injections of 0.1 to .15 eg, 
of Frei antigen at intervals of three or four 
days and intravenous injections of antimony 
and potassium tartrate three times a week. 
Local treatment was given on the chrancroidal 
ulcer. On November 3rd (after less than two 
months of treatment) the patient was dis. 
charged as cured. 

The following two cases were seen through 
the courtesy of Dr. W. R. Curtis, from his 
service at the Transient Bureau Hospital. 

Case V. J. R., a negro man, 32, on August 
20th, 1934, presented large fluctuating mass 
of nodes in right inguinal region of three weeks 
duration. There was no history of a primary 
lesion and the swelling appeared about one 
week after exposure. Frei test was strongly 
positive. The nodes were incised and drained 
by Dr. Curtis and the patient was treated with 
intracutaneous injections of Frei antigen and 
intravenous injections of antimony and potas- 
sium tartrate for about three weeks. By the 
end of this time the sinus had healed and the 
sweling had disappeared. 

Case VI. S. C., negro man, 23, on Septem- 
ber 20th, 1934, had moderately enlarged nodes 


Figure III. Lymphopathia Venerea, show- 
ing several enlarged nodes, one of which was 
suppurated. (Case V.) 
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in both inguinal regions. There was no history 
of any condition which might have been a pri- 
mary lesion. The nodes were not painful and 
there was no constitutional symptoms. Very 
slight softening in one place was noticed. The 
Frei test was strongly positive. Treatment 
with Frei antigen was begun but the patient 
disappeared from observation before the out- 
come could be determined. 

Case VII. J. M., Mexican man, 40, was ex- 
amined at the El Paso City-County Clinic on 
August 27th, 1934. There was slight swelling 
of the left inguinal nodes of two weeks dura- 
tion. Wassermann was negative and the Frei 
test was repeatedly positive, using several an- 
tigens. A pyogenic lesion was found on the 
left foot which undoubtedly accounted for the 
adenopathy. The swelling of the nodes ravidly 
subsided when the pyogenic lesion was treated. 
We, therefore, looked further for the cause of 
the positive Frei test. On inquiry it was found 
that in 1921 he had had a large fluctuating 
node in the right groin which ruptured without 
incision, drained for a while. and left a large 
broad scar which is plainly visible. The patient 
had not noticed a primary lesion at any time. 
This case is presented to illustrate the versis- 
tent nature of the nositive Frei reaction. once 
a natient has had lvmvhonathia venerea. 

Case VIII. C. C. S.. an American man. 28. 
was seen through the courtesy of Dr. Earl 
Rogers. This patient on Ausust 15th. 1934, 
presented large swollen rieht ineuinal nodes 
of three weeks duration. The vatient had had 
gonorrhea some time avo but there was no 
historv of other nenile lesion. On examina- 
tion. however. a small hynertrovhic vavule 
was found behind the corona which I think 
was likelv the scar remaining from a vrimarv 
lesion of Ivmvhowathia venerea. Fever had 
been present for several days and was 101 de- 
grees on examination. The patient also com- 
vlained of headache. The Frei test was defi- 
nitely nositive on several occasions, the pavule 
being canned with a vesicle and surrounded by 
an erythematous area. This vatient was seen 
for only a few days when he disappeared from 
observation. 

Case TX. E. C., Mexican woman, 39, was 
seen at the El] Paso City-County Clinic August 
20th. 1934. Six months before a nodular swell- 
ing had begun in the right inguinal region. 
She had not noticed any primary lesion of any 
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kind. At the onset there was fever. Multiple 
punctures were made at that time into the 
fluctuating areas and drainage instituted. On 
examination there were several draining si- 
nuses with some retraction about the orifices. 


Figure V. Lymphopathia Venerea in fe- 
male. Multiple draining sinuses with retracted 
orifices. (Case II.) 


There was induration about the whole mass of 
nodes. Frei tests with several antigens were 
strongly positive. Rectal examination by Dr. 
H. T. Safford, Jr., was entirely negative. Hb., 
68 per cent; r. b. c., 4,440,000; w. b. c., 7,000; 
polymorphonuclears, 72 per cent; monocytes, 
six per cent; lymphocytes, 22 per cent. The 
patient was said to have a dormant syphilis. 
Treatment consisted of intracutaneous injee- 
tions of Frei antigen and intravenous injections 
of antimony and potassium tartrate. On No- 
vember 3rd (after 2% months of treatment) 
the sinuses had all closed. 
ANALYSIS OF CASES 

In this series there were eight men and one 
woman, all presenting the inguinal localization 
of the disease. Six were Mexicans, one Ameri- 
can and two negroes. A striking observation 
is the lack of history of primary lesion in most 
cases. Several cases had co-existent syphilis, 
but this was inactive and did not interfere 
with the Frei tests. The first case in the series 
was treated surgically. Of the others,. those 
who persisted in the treatment by Frei antigen 
and antimony and potassium tartrate obtained 
satisfactory results. 

When suppurating nodes were incised and 
the above treatment carried out the incisions 
healed without difficulty. 








SUMMARY AND CONCLUSION 


Lymphopathia venerea—lymphogranuloma 
inguinale—is much more frequently encoun- 
tered in the United States than we have usual- 
ly supposed. Many cases formerly diagnosed 
tuberculous adenitis, gonorrheal adenitis, and 
even chancroidal bubo, have in reality been 
lymphopathia venerea, or mixed infection of 
chancroid and lymphopathia venerea. 


The Frei test is a reliable aid in diagnosis, 
and should be performed on all patients with 
suspicious adenitis, whatever the location. 


Cases of rectal stricture and of elephantiasis- 
like conditions about the scrotum, vulva and 
perineum, of unknown origin, should be given 
a Frei test: 


Combined treatment with Frei antigen and 
antimony and potassium tartrate has given 
satisfactory results. 


I am indebted to Doctors Maurice Spear- 
man and Leland Evans of the Fl Paso City- 
County Hospital resident staff for much of the 
work in connection with these cases. 
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PYELITIS OF PREGNANCY 
FREDERICK M. HARPER, M. D. 
Tucson, Ariz. 

REED M. NESBIT, M. D. 
University of Michigan Hospital 


(From the Department of Surgery, University of 
Michigan Hospital). 


Infections of the upper urinary tract occur- 
ring as a complication of pregnancy are rela- 
tively common, being seen in one to two per 
cent of all pregnant women. Early recognition 
and proper management are important in pre- 
venting serious consequences to both the ex- 
pectant mother and the foetus. 


The clinical and pathological pictures are 
more readily understood if one thinks of the 
condition as an infected hydronephrosis rather 
than pyelitis. It is important to realize that 
all pregnant women have chronic obstruction 
to the ureter causing hydro-ureter and hydro- 
nephrosis. The condition should be considered 
pyelitis only when the infection, consequent 
upon the obstruction, produces clinical signs 
and symptoms. Furthermore, the treatment 
becomes rational when we consider that the 
treatment is directed toward clearing up the 
infection. This may often be accomplished by 
conservative measures, but it may be neces- 
sary, in more severe cases, to relieve the ob- 
struction to the ureter before the desired re- 
sults can be obtained. 

The clinical signs and symptoms are impor- 
tant in that they are the best index as to 
whether or not infection, which may be pres- 
ent in the urine,is dangerous to the patient. 

ETIOLOGY 

Kretschmer, Lee and Merzert, and also 
Duncan and Seng, have demonstrated the im- 
portant fact that all pregnant women have ure- 
teral obstruction with varying degrees of hy- 
dronephrosis. In the majority of cases the 
urine remains normal and the condition goes 
unrecognized. Obstruction, however, always 
predisposes to infection. Some of the infected 
cases have few or no clinical signs or symp- 
toms, while about one to two per cent develop 
the clinical picture of sepsis. It is this group 
with clinical manifestations that should be 
considered as having pyelitis of pregnancy. 

Regarding the cause of this physiological ob- 
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struction during pregnancy: It has been found 
by Cornell, Warfield, Kretschmer and others 
that the right ureter is dilated in almost every 
case, while the left ureter often escapes. Baird 
studied the subject in an effort to determine 
where the ureteral obstruction occurred. He 
first examined the kidneys and ureters of 61 
pregnancies that come to autopsy. In almost all 
of these cases the right ureter was dilated from 
the pelvic brim upwards, but there was a fun- 
nel-shaped narrowing from the pelvic brim to 
the bladder. The most marked kinking was 
just below the renal pelvis and was often acute, 
a moderate degree of hydronephrosis. The left 
ureter he found to be dilated more uniformly 
throughout its length. Baird then studied the 
excretion of indigo-carmine from the ureters in 
pregnant women to determine where the ob- 
struction occurred. He found that there was a 
delay in the excretion of the dye unless ure- 
teral catheters were passed. However, as soon 
as the ureteral catheter had passed the pelvic 
brim the indigo-carmine flowed freely. 

This brings up the question as to what causes 
the obstruction and the consequent dilation of 
ihe ureters and renal pelvis. Bair, Duncan 
and Seng, and also Carson, believe that the 


pressure of the uterus on the ureter as it 
crosses the brim of the-pelvis is sufficient to 


cause obstruction. Carson demonstrated that 
the uterus rested on the right ureter in each 
case, while the left ureter was protected to 
some extent by the sigmoid flexure. Hoffbauer 
has shown that there is a marked degree of 
hypertrophy and hyperplasia together with ac- 
companying edema in the ureters of pregnant 
women. He is convinced that it is the hyper- 
trophy that is responsible for the obstruction 
of the ureters, and that the right ureter is 
more affected because the uterus twists to the 
right, thereby kinking the right ureter, which 
is rigid from hypertrophy. The left ureter, on 
the other hand, is stretched by the rotation 
and, therefore, is less liable to become 
obstructed. 

The colon bacillus is the most common in- 
vading organism, although coccus and mixed 
ce’on and cocus infections occur. It has al- 
ways been a much debated question as to how 
the co'on bacillus enters the urinary tract. 
Many authorities have long held that the only 
route by which the colon bacillus can enter 
the urine is through the blood stream. As a 
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basis for their argument they show that the 
sequence of events in this condition is first 
pyelitis, then cystitis and last of all urethritis. 
Helmoltz recently found that when he injected 
colon bacillus into the blood stream of rabbits, 
lesions occurred in the cortex of the kidney 
only. Ascending infections, on the other hand, 
caused infection of the renal pelvis. 
SYMPTOMS AND SIGNS 

The symptoms and signs of pyelitis of preg- 
nancy are important not only because they help 
in making the diagnosis, but also because they 
determine the type of treatment to be followed. 
It should be emphasized that careful routine 
examinations of the urine during pregnancy is 
of utmost importance. The examinations should 
be carried out most diligently between the 
fourth and eighth months. The urine should 
be examined for sugar and albumin. Particular 
attention should be paid to the stained sedi- 
ment in an effort to find the colon bacilli or 
cocci. 

The symptoms are primarily dependent upon 
the degree and location of the infection and 
can be grouped accordingly. In the first place, 
there is a group of patients in which the urine 
contains colon bacilli but no pus. They have 
no inflammation and, consequently, no symp- 
toms. This type of patient should be carefully 
watched and treated with urinary antiseptics 
in order to control infection. 

The second group have bacteria and pus but 
no symptoms. They also should be carefully 
watched and treated. 

The third group complains of pain, burning 
and frequency of urination. Their urines show 
pus and organisms. Painful frequent urination 
is due to the irritation of the infected urine 
upon the bladder, and inasmuch as there are 
no other symptoms, it is not likely that there 
is inflammation of the upper urinary tract. 
These patients should have rest in bed and 
advice to drink large quantities of water. They 
should also be treated with urinary antiseptics. 

The fourth group are the patients in which 
there is involvement of the renal pelvis with 
accompanying symptoms. They have frequent 
painful urination, with pain and tenderness in 
the costo-vertebral angle or in the abdomen. 
There may also be generalized symptoms of 
infection, such as chills, fever and rapid pulse. 
In some cases there is nausea and vomiting, 
with rapid loss of weight to emaciation. 
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A fifth group are the cases that show evi- 
dence of renal damage with diminished renal 
function. In these cases the blood urea rises 
and the albuminuria is out of proportion to the 
amount of pus present. The last two groups 
constitute the cases in which it is generally 
necessary to relieve the obstruction to’ the 
ureter. 

TREATMENT 

The treatment depends not only on the find- 
ings upon examination of the urines, but also 
on the signs and symptoms. The treatment 
should be directed toward the relief of the 
symptoms and continued until such relief has 
been obtained. Conservative treatment is suf- 
ficient in most cases and should be continued 
until the condition becomes dangerous to the 
patient. It is then time to direct the treat- 
ment toward relief of the obstruction to the 
ureters. 

Conservative treatment should include bed 
rest, the forcing of fluids, and the administra- 
tion of urinary antiseptics. The patient with 
pyelitis should be urged to drink at least four 
to six quarts of water daily. This increased 
fluid intake will help to minimize the infection 
and keep the ureters from becoming mechani- 
cally obstructed. 

The question of urinary antiseptics is a much 
debated one. Everyone with wide urological 
experience will have a particular drug which 
he considers more effective than others. The 
most that can be expected is that no urinary 
antiseptic is entirely satisfactory and too much 
cannot be expected of them. We will briefly 
mention the more common drugs and methods. 
Gibberd, speaking for the English school, 
points out that colon bacillus infection is usual- 
ly associated with an acid urine. The English 
urologists direct their treatment to constant 
alkalinization of the urine. They give 60 to 
120 grains of potassium citrate every three 
hours testing the urine repeatedly with litmus 
to be certain of its constant alkalinity. Walther 
and Willoughby, and also Brown, consider py- 
ridium the best urinary antiseptic, particularly 
in coccus or mixed infections, but also claim 
relief of symptoms in bacillary infections. They 
give from 0.1-0.2 grams orally three times a 
day. Gillespe has demonstrated by laboratory 
methods that pyridium is not effective as a 
urinary antiseptic. 

Helmholz experimented with the use of me- 


‘be dealt with by drainage. 
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thenamine as a urinary antiseptic, insisting 
that the urine be rendered acid to a pH. of 
5.0 with ammonium chloride, and that the pH. 
should be checked and cultures of the urine 
made repeatedly while increasing the dose of 
methenamine. Recently the method of giving 
the patient a high fat diet to produce ketone 
bodies in the urine and restricting the fluid 
intake has been recommended as a method of 
eliminating urinary infection. 

When conservative treatment in pyelitis of 
pregnancy with sepsis has failed ureter drain- 
age must be instituted. In this clinic there 
have not been any cases so severe that they 
would not respond to ureteral catheterization 
and drainage. If the patient fails to show 
marked improvement after 48 hours of con- 
servative treatment, the urinary stasis which is 
the underlying cause of her pyelitis, must be 
relieved. A cystoscopic examination can be 
safely employed at any stage of pregnancy. A 
ureter catheter is introduced on the infected 
side and left indwelling until the patient be- 
comes afebrile. Fluids should be forced to 
four to six quarts in 24 hours, with the end of 
the indwelling catheter placed in a sterile ves- 
sel to drain. The contents of the kidney pelvis 
should be aspirated every hour. The catheter 
should be left in until the patient’s tempera- 
ture has been normal for 24 to 48 hours. The 
catheter may be left in for 14 to 16 days. Cathe- 
ter drainage may be instituted a second or 
third time if the symptoms return. 

Following recovery from an attack most pa- 
tients continue to term without serious diffi- 
culty. A few will have recurrent attacks, gen- 
erally of less severity than the first, and can 
be carried through by either intermittent or 
continuous ureter drainage. Ureteral obstruc- 
tion with retention of infected urine can always 
Operative inter- 
ference of any sort is infinitely more dangerous 
and less likely to provide a satisfactory out- 
come. 

PROGNOSIS 

Urinary infection commonly persists post- 
partem. Crabtree and Prather found that the 
average time for recovery was three months, 
but felt that even the cases that recover in 
three months should not begin another preg- 
nancy for at least one year. They had some 
cases in which pelvic atony existed for two 
years with return of the pelvis to normal and 
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clearing of the infection at the end of that time. 

Crabtree and Prather also found that while 
pyelitis has a tendency to occur in series, in 
some instances there is an acquired tolerance 
for infection which persists into subsequent 
pregnancies. Thus, severe pyelitis in one preg- 
nancy may be followed by an afebrile infection 
in succeeding pregnancies. 

The urine should be carefully checked and 
the patient treated during the puerperium until 
the infection has entirely disappeared. Pa- 
tients who have had pyelitis during pregnancy 
should be discouraged from subsequent preg- 
nancy for at least one year, or until the urine 
is free from infection. Even though such pre- 
cautions have been taken pyelitis may recur 
during the next pregnancy. 

The following cases illustrate the various 
forms in which pyelitis of pregnancy may 
manifest itself: 

Case I. Primipara, aged 20 years. At the 
seventh month this patient developed pain in 
the right flank and definite costo-vertebral 
tenderness. There were no bladder symptoms. 
Her temperature was 101 degrees. The urine 
showed a trace of albumin, a few white blood 


cells and was loaded with bacilli. She was 
confined to bed, fluids forced and urinary anti- 
septics administered. After being afebrile for 
four days, she was allowed out of bed, but her 
fever returned, so she was again confined to 


bed for three days. Her symptoms did not re- 
turn, but the urine continued to be infected 
during the remainder of her pregnancy. 

Case II. Primipara, aged 17 years. This 
patient, six months pregnant, came complain- 
ing of frequency and nocturia every hour, pain 
in the back and right side, hematuria, nausea 
and vomiting. Her temperature was 99.4 de- 
grees and pulse 86 on admission. She was 
confined to bed and the next day her tempera- 
ture was 104 degrees and the pulse 126. The 
urine was loaded with pus and bacteria. Leuco- 
cyte count was 24,000. Cystoscopic examina- 
tion and catheterization of ureters showed the 
urine from right side infected, and that from 
left normal, There were 30 c. c. of residual 
urine in the right pelvis and none in the left. 

The right ureter catheter was left indwelling 
and lavage with boric acid solution was given 
every two hours. The temperature returned 
to normal in five days. The catheter was left 
in eight days. She remained afebrile and 
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asymptomatic, and was discharged the 22nd 
day. 

She returned two months following the first 
admission because of pain in the right flank. 
At the time her temperature was 102 degrees. 
The ureter catheter was introduced again and 
left indwelling for 11 days. The temperature 
became normal in eight days. She remained 
afebrile and was discharged on the 13th day. 

She had a normal delivery one month later. 
Just before delivery a catheterized specimen 
of bladder urine was loaded with white blood 
ceils and bacilli. Two months after delivery 
the bladder urine showed 60 to 75 white blood 
cells and no organisms. Five months after 
delivery the urine was normal. 

Case III. Primipara, aged 27 years, came 
to the hospital when she was five months preg- 
nant. At that time she was mentally deranged. 
She said she wanted an abortion and had sui- 
cidal intentions. She also had pain in the back, 
chills and fever. Her symptoms had been pres- 
ent one month. On examination the right kid- 
ney was found to be enlarged and tender. The 
leucocyte count was 11,500. The urine had 
two-plus albumin, 300 to 500 white blood cells 
and was loaded with bacilli. The temperature 
went to 104 degrees each afternoon. She was 
observed in bed for five days with forced fluids 
and urinary antiseptics, but failed to respond. 
On the sixth day after admission, cystoscopic 
examination was done and the ureters cathet- 
erized. The right side had 50 c. c. retention 
and was loaded with pus and bacilli. The left 
side was normal. The right catheter was left 
indwelling with orders to aspirate all retained 
urine every hour and then lavage the pelvis 
with 1-4000 acriflavine. The patient continued 
to run a septic temperature for 48 hours in 
spite of the treatment. It was found that the 
nurses in charge of the patient were not carry- 
ing out the orders, but were withdrawing five 
c. c. of urine and introducing an equal amount 
of acriflavine. It was discovered that the actual 
residual urine at the time was 150 c. c. The 
nurses were again instructed regarding the 
complete emptying of the pelvis through the 
catheter every hour. The temperature returned 
to normal in three days. Her mental condition 
entirely cleared up in 10 days and the catheter 
was removed on the 17th day. The patient 
remained asymptomatic and was discharged on 
the 23rd day. 
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One month later the patient asked to return 
to the hospital to have the ureter catheter in- 
troduced because she was having pain, chills 
and fever. Her temperature was elevated. 
After 48 hours of catheter drainage it again 
returned to normal. She had a normal delivery 
at term. After delivery her urine had 25 to 30 
white blood cells per low power field and 
many bacilli. She has not reported since. 

Case IV. Multipara, aged 20 years, not 
pergnant, came to the hospital complaining of 
pain in the right kidney region, chills and fever. 
For the past three months she had had attacks 
of pain twice a week, each attack lasting 24 to 
72 hours. She dated the onset of her present 
illness to her first pregnancy two years pre- 
vious. During her first pregnancy she had had 
pyelitis which responded to conservative treat- 
ment. Three months after delivery of a normal 
child, she became pregnant a second time while 
her urine was still cloudy. During the sixth 
month of her second pregnancy she developed 
chills, fever and pain in the right side, which 
persisted throughout pregnancy. The condition 
continued postpartum becoming progressively 
worse. 


The examination, on admission, was nega- 
tive except for a mass in the right kidney re- 
gion and costo-vertebral tenderness. Her tem- 
perature was normal on admission. The urine 
was cloudy and loaded with white blood cells 
and bacilli. 

On cystoscopic examination the bladder was 


normal in appearance. The right ureter was 
obstructed at five cm. but the catheter passed 
readily. The urine from the right kidney was 
highly infected while the left was normal. 
Pyelograms showed right hydronephrosis and 
hydro-ureter down to within three inches of 
the bladder. The left pyelograms were normal. 

The condition was diagnosed as stenosis of 
the right ureter following multiple pregnancies 
with persisting infection. The right ureter was 
dilated at two week intervals with complete 
relief of all symptoms. She was observed over 
a two-year period and her condition remained 
excellent. 

Case V. Age 23 years. The patient was well 
until four and one-half years ago while she was 
two months pregnant. At that time she had 
frequency, burning and pyuria. The septic con- 
dition continued throughout pregnancy but she 
delivered a normal child. Her symptoms and 
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cloudy urine continued postpartum. She again 
became pregnant six months after delivery. At 
the third month of the second pregnancy she 
had chills, fever and bladder symptoms. The 
symptoms disappeared after 10 days rest in 
bed. Since this second delivery she has had 
pain in both kidney regions and bladder symp- 
toms. There have been two subsequent preg- 
nancies with induced abortions. 

She entered the hospital because of pain in 
the left costo-vertebral region and fever. On 
examination her temperature was 99.2, pulse 
98 and respiration 23. There was tenderness 
over both costo-vertebral angles. The urine 
was loaded with pus cells and organisms. Cys- 
toscopic examination showed bilateral hydro- 
nephrosis and hydro-ureter. There was a stric- 
ture of the ureter on each side at about five 
cm. The urine from both kidneys was cloudy 
and infected. The blood NPN was 51.7. She 
was treated by ureteral dilation with marked 
improvement in symptoms. The right ureter 
was eventually dilated to No. 12 F. The left 
ureter could not be dilated beyond No. 6 F. 
The dilations were continued every two weeks 
for three months, and then once a month. Eight 
months following institution of this regime the 
patient developed increasing pain on the left 
side with chills and fever. Pyelograms, at that 
time, showed enormous increase in the left 
hydronephrosis and there was frank pus from 
the left ureter. The pyelograms of the right 
side showed no change and the urine from the 
right side showed marked improvement. 

At operation an enormous hydronephrotic 
sack was found with the ureter dilated to more 
than one inch in diameter. This dilation ex- 
tended as far down as could be reached 
through the nephrectomy wound. A left ne- 
phrectomy was done with normal post-opera- 
tive convalescence. She has had the right 
ureter dilated once a month since the operation 
and has remained subjectively well. The urine 
still contains a moderate amount of pus and 
many bacilli. 

SUMMARY 

Hydronephrosis, is a normal accompaniment 
of pregnancy. In some cases infection compli- 
cates the hydronephrosis causing pyelitis. Pye- 
litis of pregnancy should be treated by con- 
servative measures such as bed rest, forced 
fluids and urinary antiseptics until the clinical 
signs and symptoms indicate that the condition 
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is becoming dangerous to the patient. In severe 
cases ureter catheter drainage may be insti- 
tuted with safety and continued until the pa- 
tient becomes symptom free. If symptoms 
return ureter catheter drainage can be re- 
peated. The patient should be carefully 
watched as the condition may persist for 
months after delivery. 


Five cases are reported to illustrate the vari- 
ous forms in which pyelitis of pregnancy may 
manifest itself; the methods of treatment are 
described. 
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CONGESTIVE HEART FAILURE 


CLOUGH TURRILL BURNETT, M. D. 
Denver 


Of functional disorders of the heart angina 
pectoris and congestive heart failure are of 
chief importance, the former more dramatic in 
its manifestations, the latter more certain as 
to the ultimate outcome. Both are due to func- 
tional insufficiency, the former of the coronary 
circulation, the latter of the myocardium. 

Failure on the part of the heart to maintain 
an adequate circulation represents a potential 
congestive heart failure. This may be so slight 
as to pass unnoticed by the patient, or may 
occur with the suddenness of an anginal attack. 
Between these two extremes lie the chronic 
progressive failure associated with valvular 
disease, hypertensive heart disease and luetic 
heart failure. While the casual factor of any 
of these cannot be removed, the early recog- 
nition of congestive failure will do much to- 
ward retarding downward progress through 
‘adequate management. 

Three types of circulatory failure: I. Peri- 
pheral failure—failure of fluid to heart, shock, 
toxic states, etc; II. failure of rhythmic mech- 
anism—Stokes-Adams, venticular asystole, va- 
gus effects, ventricular slowing and fainting, 
auricular fibrillation and auricular flutter; 
Ill. failure of heart muscle: (a) Congestive, 
(b) anginal, and (c) paroxysmal—cardiac as- 
thma, acute pulmonary edema, etc. 

Clinically acute heart failure falls into three 
general groups: I. Those in which the auricles 
are primarily involved, as in chronic rheu- 
matic mitral disease and thyrotoxicosis. In 
these cases total arrhythmia is associated with 
dyspnoea, cyanosis and usually edema; II. the 
cases in which the conduction system between 
the auricles and the ventricles is disturbed, 
leading to attacks of bradycardia and syncope; 
these are usually found to be cardiosclerotics; 
III. the cases in which the failure is primarily 
of the ventricles. These may be cases of val- 
vular heart disease, either rheumatic or syphi- 
litic, but frequently are associated with hyper- 
tension or coronary disease, or both. Pain, 
dyspnoea—often nocturnal—frequently pallor, 
lowered pulse pressure and collapse are the 
striking features; and in contradistinction to 


_the rheumatic valvular cases, the rhythm is 
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usually normal. Muscle failure occurs in acute 
infections and is nearly always ventricular in 
type. Diphtheria offers an example of this 
type of failure. The pulse pressure drops 
alarmingly, due in part to ventricular failure 
and in part to capillary paralysis. The effect 
of edema on the utilization of oxygen by the 
tissues and the resultant metabolic disturb- 
ances are peripheral factors of importance in 
certain instances. 

It is the group of cases associated with circu- 
latory failure with which I am especially con- 
cerned at this moment. To these the term 
decompensation has been applied but conges- 
tive heart failure is a better descriptive term, 
for, according to Wenckebach, under certain 
circumstances the cardiac output of the failing 
heart—the heart showing evidence of conges- 
tive changes—may be normal or even increased 
for a time, yet coincident with this normal or 
increased output congestive changes occur, evi- 
denced by slight breathlessness to profound 
engorgement of the venous system. 

Mechanism of congestive heart failure: In 
heart disease one chamber or side of the heart 
is involved to a greater extent than the other 
with rare exceptions. For example, in the earli- 
est form of heart disease—congenital heart dis- 
ease—various types of developmental defects 
throw an unusual strain upon one side of the 
heart, right or left. This strain may be for a 
time entirely borne by one chamber, the auri- 
cle or ventricle, but usually the effect is noted 
both proximal and distal to the lesion. If the 
compensatory process is adequate the circula- 
tion is maintained in spite of the defect—a con- 
dition which occurs frequently in congenital 
hearts, and unless infection causes an added in- 
sult to the heart, through endocardial infec- 
tions or myocardial damage, this compensatory 
stage may continue for many years—in fact, 
through the normal life span; but should there 
occur an excess load through any cause, as in- 
fection, strain or anything which furnishes a 
demand in excess of that of which the myocar- 
dium is capable, there at once appears a differ- 
ent picture—congestive heart failure. 

The next group of cases in order of age oc- 
currence is the large one of rheumatic valvular 
heart disease. Here mitral lesions occupy the 
place of prominence, with the stenotic factor 
the most important. Pure mitral stenosis is a 


rare pathological finding, but in the combined — 
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lesion of mitral stenosis and mitral insuffi- 
ciency the former is by far of the greater im- 
portance in the production of myocardial strain 
and ultimate faliure. For a time the left auri- 
cle carries the load, but sooner or later this 
overstrain is reflected to the pulmonary circu- 
lation, and we have the ‘first manifestation of 
congestive heart failure. This stage may be 
long or short but always the right ventricle re- 
ceives an added load. If the patient be spared 
physical strain and infection especially pulmo- 
nary, the ventricle may undergo considerable 
hypertrophy so that the evidence of circula- 
tory failure is limited to signs of pulmonary 
vessel stasis; but if the coronary circulation is 
inadequate hypertrophy fails to develop, or if 
it has developed it may prove inadequate to 
the needs of advancing stenosis and a general 
systemic stasis develops—the last stage in this 
progressive process. I have discussed only one 
example of rheumatic valvulitis. Should the 
aortic valve be the seat of the disease the re- 
sulting insufficiency will produce its effect on 
the left ventricle; however, the course is the 
same as with initial disease. With complete 
compensatory increase in the size and effici- 
ency of the affected chamber the heart carries 
on as though naught had occurred; but, failing 
in this, somewhere the circulation shows a de- 
ficiency. If distal to the lesion, the signs will be 
those of malnourishment of tissues; if proximal, 
those of blood stasis. This then is in general 
the mechanism of congestive heart failure. It 
may appear in the forties with no antecedent 
history of heart disease. A recognized or un- 
recognized early syphilis may solve the riddle. 
At this age, likewise, the effects of hyperten- 
sion become manifest in the heart; first hyper- 
trophy and compensation, but with continued 
overload a final stage of dilatation and failure. 

A last group we have to consider—the car- 
diosclerotics. In these the earliest manifesta- 
tions of cardiac insufficiency are usually those 
of coronary artery narrowing, either slow and 
progressive, or the spastic type so frequently 
associated with the anginal syndrome. In these, 
circulatory stasis is not a striking feature; in 
fact, it may not occur at all or late. 

Failure of the auricles plays a limited role in 
congestive heart failure, although the usually 
associated auricular fibrillation furnishes an 
added source of embarrassment to the already 
overtaxed ventricles; likewise, failure of one 
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ventricle taxes the functional capacity of the 
other ventricle. In hypertensive heart disease, 
following the initial stage of hypertrophy of the 
left ventricle when the increasing load becomes 
too great for this chamber, dilatation occurs 
and, with this, relative mitral insufficiency. 
The left ventricle fails to pump the blood on- 
ward which comes from a still competent right 
ventricle, and the left auricle dilates. In time 
pulmonary vessel engorgement becomes so 
great that the right ventricle in turn dilates, 
and the last stage of congestive heart failure 
appears. Common precipitating causes of con- 
gestive heart failure are any sort of strain—at 
times that of strenuous effort—the changing of 
an automobile tire, a sudden sprint in one not 
accustomed, a too strenuous golf game. Some- 
times it may accompany a trivial physical 
strain, a slight respiratory infection, emotional 
strain or an unwise meal. These may appear to 
be sole causes in certain cases, but a careful 
analysis of all factors will usually show a heart 
already seriously damaged -by valvular heart 
disease, by long standing hypertension, or by 
coronary artery disease. Other common basic 
causes are chronic pulmonary disease and thy- 
rotoxicosis. With the latter frequently are as- 
sociated rapid heart action due to auricular 
fibrillation and flutter, and paroxysmal tachy- 
cardia in which fatigue is an important factor. 
While all of these more frequently cause the 
primary failure on the left side, recent studies 
show the importance of pulmonary tissue 
changes and pulmonary sclerosis on the integ- 
rty of the right ventricle and the not infre- 
quent failure of this chamber before there is 
any appreciable change in the left heart. Con- 
tinental writers, and recently Coombs’, have 
cal’ed attention to the real danger of cardiac 
failure in angular deformities of the spine 
through aortic kinking, inadequate pulmonary 
air spaces, and diaphragmatic restriction. 

Age plays an important part in this process. 
Failure occurs in childhood, though infrequent- 
ly, and then usually due to an extensive pan- 
carditis. More often even in the badly dam- 
aged hearts this is postponed until the sixth 
decade when coronary artery changes limit the 
blood supply to the overtaxed ventricles. It is 
questionable whether the undamaged heart 
may ever fail due to strain alone, but long con- 
tnued functional tachycardia may so fatigue 
the normal muscle that it finally fails. 
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Pathology: White calls attention to the un- 
fortunate trend of modern teaching to overem- 
phasize the importance of the myocardium and 
to underestimate the importance of the valvu- 
lar lesion. The essential factor, however, re- 
mains the diminution in the systolic power of 
the myocardium. There is no pathognomonic 
lesion in congestive heart failure. While en- 
largement, due to both hypertrophy and dila- 
tation, is usually found, this is by no means the 
rule. According to Clawson’ “approximately 
half of the cases of myocardial failure show no 
anatomical changes in the heart muscle.” These 
cases he explains as due to an exhaustion of 
the heart muscle. In this group fall the cases 
of myxedema heart and the heart in beriberi, 
both functional myocardial disturbances and 
both reversible by simple treatment; the for- 
mer by thyroid extract, the latter by vitamine 
B. Harrison‘ and his co-workers state that the 
thickness of the muscle fibers and the associ- 
ated heart rate are of importance; the subjects 
w:th enlarged hearts have rates much faster 
than optimal and fatigue may result therefrom. 
While these hearts show hypertrophy and dila- 
tation, there may be no other evidence of myo- 
cardial abnormality sequential to congestive 
failure. Two years prior to the reports of Blum- 
gart’ these authors suggested that a subnormal 
heart rate would be beneficial to “cardiac fa- 
tigue” and thus suggested the basis of total thy- 
roidectomy in congestive failure. The remote 
effects of congestive heart failure on other or- 
gans are those of local circulatory insufficiency 
—edema—which if transient may cause no per- 
manent damage, but if long continued com- 
pression changes and fibrosis may follow. 


Another factor not sufficiently recognized in 
congestive failure is the venopressure mechan- 
ism that pushes the blood back through the 
veins to the heart. It is this that often fails and 
precipitates congestive heart failure. Y. Hen- 
derson® has shown that if in a rabbit the pul- 
monary artery is clamped and the vena cava 
opened, 50 per cent of the blood of the body 
will flow out, showing that there is some other 
pressure than the heart behind the venous re- 
turn. Henderson after 25 years’ search for the 
cause of this venous push concludes that it is 
the tonus of the skeletal muscles, particularly 
those of the abdomen and diaphragm, and that 
this tonus is especially influenced by the state 
of the respiration. If respiration is depressed, 





116 


the diaphragm is relaxed, lung capacity is de- 
creased, skeletal muscle tonus is reduced, and 
circulation volume is decreased. Strychnine 
was widely used by the past generation of doc- 
tors as a circulatory stimulant. It is probable 
that it increases muscle tonus and thus increas- 
es the efficiency of the venopressor mechanism. 


Symptoms of Congestive Heart Failure: The 
earliest and most lasting symptom is dyspnea. 
This may develop so insidiously that the pa- 
tient is not aware of it, and only after a severe 
break does he realize that accustomed effort 
has for a long time caused undue fatigue and 
some respiratory distress. It may occur sud- 
denly, as in the acute cardiac asthma of ad- 
vancing years, and may or may not be associ- 
ated with precordial pain. As these attacks of 
cardiac asthma become more frequent, Cheyne- 
Stokes respiration appears. In extreme cases 
of complete failure of this type may occur the 
symptoms and signs of acute pulmonary ed- 
ema. In all of these the cause is oxygen want 
in the respiratory center due to increased cere- 
bral venous pressure which diminishes the 
blood flow, leading to anoxemia of the respira- 
tory center; oxygen therapy is beneficial. 


These are the cases described by Allbutt’ as 
“ventricular defeat”—the cardiac asthmatic 
with hyperpiesis who suffers nocturnal attacks 
following exertion of the day before. Adren- 
alin (or ephedrine) often relieves these be- 
cause it dilates the coronaries—a fact not well 
enough recognized. 

Acute pulmonary edema, a less frequent 
syndrone, is likewise usually nocturnal and al- 
ways of grave prognosis; death frequently oc- 
curs in the attack. In these cases the left ven- 
tricle suddenly fails while the right continues 
to function with a disproportionate force, the 
result being that since the left heart fails to 
force the blood onward, there is rapidly in- 
creasing engorgement of the pulmonary circuit. 
While pain is not a part of the picture, except- 
ing. when this is associated. with coronary 
thrombosis, the seizure is no less dramatic thar: 
in coronary thrombosis or angina pectoris. All- 
butt’, describing such an attack wrote “. 
Someone exclaimed, ‘Angina pectoris.’ Thoracic 
agony it was indeed, but dysypnea is not a 
character of angina pectoris.” 


Sudden or paroxysmal right heart failure is 
a rare event, one-fifth to one-fourth as fre- 
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quent as left ventricular failure excepting as a 
sequel of thrombosis of the right coronary ar- 
tery or of an acute pneumonia; but slow pro- 
gressive failure of the right heart is a common 
event in rheumatic heart disease and is char- 
acterized by its chronicity and tendency to oc- 
cur in bouts from which the patient makes a 
partial recovery and may even live for several 
years. Contrast this with the failure of the left 
heart in syphilitic or hypertensive heart dis- 
ease. Congestive heart failure with leutic aor- 
titis rarely clears because the narrowed cor- 
onary orifices reduce permanently the blood 
supply to the left ventricle. In either the sud- 
den or slow progressive type of right heart 
failure cyanosis and other evidence of venous 
engorgement dominate the picture. 


More commonly both the right and left ven- 
tricles are involved in congestive heart failure, 
though often disproportionately. Here signs 
and symptoms are due to the dual involvement. 
Dyspnea becomes more constant and urgent, 
and orthopnea supervenes. To slight cyanosis 
is added liver engorgement and dependent ed- 
ema, the former more readily noted in bed pa- 
tients; in those up and about, edema of the legs 
occurs first. A distended liver may be easily 
missed by placing the palpating hand too high 
on the abdomen. The “lumbar pad” may be 
the sole evidence of dependent edema in the 
bed patient. In the ambulant patient there may 
be difficulty in the determination of the cause 
of the dependent edema, especially in fat wom- 
en with the present style shoe; but edema due 
to peripheral causes, anemia or debilitating 
disease rarely causes pitting except after ex- 
ertion in hot weather. Slight puffiness of the 
feet and ankles is commonly encountered in 
those whose occupation requires standing with- 
out the massaging effect of muscular exercise 
of the legs. Pleural transudates may occur with 
any right heart failure. These are more fre- 
quent on the right, and should there be an old 
obliterating pleurisy, bizarre localization may 
be noted, as in one case recently reported by 
Steele® of an interlobar pleural fluid in each 
of four attacks of heart failure. 

Abnormal! pulsations in the neck veins fur- 
nish accurate information of right heart failure 
and this increase in venous pressure, described 
as the positive venous pulse, usually precedes 
liver enlargement or they occur simultaneous- 
ly. These patients are breathless, either at rest 
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or with very slight exertion. In the presence of 
extensive lung changes, as in pneumoconiosis, 
pulmonary fibrosis or bronchiectasis, it is often 
difficult to determine to what extent dyspnea 
may be due to associated cardiac insufficiency. 
Lewis’ has stated that “if it is established that 
a patient has no congestion of the venous sys- 
tem and is yet breathless in bed, then that 
breathlessness is not primarily cardiac in or- 
igin.” 

Vital capacity determinations may be of con- 
siderable assistance in determining the extent 
to which the pulmonary extensibility has been 
reduced by pulmonary vessel stasis. They do 
not add much in diagnosis after a careful physi- 
cal examination, including inspection of the 
neck veins, has been made, but they may be of 
considerable value in the management of the 
patient and furnish some prognostic evidence. 

Other signs of value may be mentioned: The 
protodiastolic gallup rhythm of ventricular 
dilatation and impending failure; pulsus altern- 
ans, the alternating strong and weak beat, rec- 
ognizable oft-times by palpation of the pulse— 
a'ways by the sphygmograph and always a sign 
of left ventricular failure—in fact, the only 
pathognomonic sign of pure left ventricular 
failure. This may not occur continuously but 
only for a few beats following a premature con- 
traction; accentuation of the second sound at 
the pulmonary artery area, indicating’ an in- 
creased pulmonary vessel pressure, but not al- 
ways of a failing heart; x-ray evidence of dila- 
tation of one or all chambers of the heart; for 
this purpose the fluoroscope offers much that 
is missed in the film, since the extent of sys- 
tolic contraction may be estimated. 

The study of murmurs plays a minor part in 
the determination of heart failure, especially of 
the left heart, excepting that murmurs fre- 
quently disappear with dilatation. Lewis has 
stressed the fact that in failure heart signs do 
not change much, but peripheral signs and 
symptoms change frequently. Demonstrable 
increase in heart size within a short period 
means dilatation or pericardial effusion; with 
this the sounds become more distant and less 
distinct; if effusion be excluded the picture is 
that of failure. 

Blood pressure is usually diminished but not 
always; in fact, it may remain elevated, while 
the heart is dilating. 

So far no mention of the electrocardiogram: 
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What can it tell us of failure? Much can be 
told regarding hypertrophy of the right and 
left heart, practically all we need to know re- 
garding myocardial degeneration, the arryth- 
mias, and conduction disturbances which so 
frequently initiate heart failure, but what of 
failure itself? In the absence of coronary ar- 
tery disease low voltage is probably the sole 
evidence of the failing heart obtained from the 
electrocardiogram, and even this change has 
been noted in the absence of clinical evidence 
of failure. 

Treatment: Since by the time congestive 
heart failure appears there is usually irrepar- 
able damage to the heart muscle, little can be 
expected from treatment but an amelioration of 
the distress resulting from functional failure. 
The average duration of life after the onset of 
symptoms of congestive heart failure is brief in 
all but the rheumatic and thyrotoxic cases and 
the small group occurring in the course of an 
acute infection. Romberg” found this about six 
months in a group of poor patients; in those 
more fortunately situated it will be more. Tf 
the failure occurs in a bed patient little can be 
expected from treatment. 

In spite of all of the advances made in other 
fields of medicine rest and digitalis remain our 
sheet-anchor. 

Rest will vary from a simple elimination of 
the types of strain which precipitate the mild 
attacks to the complete and absolute bed rest 
required in the failure secondary to a coronary 
thrombosis. Where absolute bed rest is neces- 
sary the physician too often errs in allowing a 
resumption of effort at too early a date. In the 
patient who requires a long continued bed 
regime attention should be paid to back rest, 
or, better still, an adjustable bed of the type of 
the Gatch bed, or one devised by Lewis in Lon- 
don and recently modified by White in Boston. 
I have seen patients perform more work in bed 
than they would have in being assisted once or 
twice a day into an easy chair, and more work 
in the use of the bed-pan than in being lifted 
to a commode. The old-fashioned rocker is a 
convenient substitute for a special bed since it 
can be adjusted to any position; if not so ad- 
justed it should be blocked to prevent ten- 
dency to rock in such a chair, which entails no 
small amount of work in the course of an hour 
or so. Rest should also imply rest from dis- 
turbing factors. One who has passed through 
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a personal hospital experience knows how fre- 
quently the kindly visitor saps the energy. 

Digitalis: The most frequent error is that 
this drug is not given in sufficient doses; when 
employing this drug in large doses one should, 
with Dr. James B. Herrick, recall Mr. Dooley’s 
definition—“Drugs are a little iv a pizen that 
a little more would kill ye.” In urgent failure, 
when the drug has not been given in the pre- 
ceding week or two, the massive method of Eg- 
gleston or some modification is desirable. Eg- 
gleston gives within twenty-four hours 1.5 gr. 
of the dried leaf or 1.0 c.c. of the fat-free tinc- 
ture to 10 pounds body weight. Most doctors 
have their personal likes as to preparations. 
Mackenzie and Wenckebach stated that life 
was too short to learn all they needed to know 
about one form of this drug. If a dependable 
dried leaf is available, it is probably preferable, 
but for most of us a dependable fat-free tinc- 
ture is preferable because there is less chance 
of deterioration. In the presence of nausea and 
vomiting the intramuscular injection of fat-free 
tincture is advisable because all of the gastro- 
intestinal tract is edematous and non-absorp- 
tive. In case of generalized edema it may be 
necessary to give a water soluble digitalis in- 
travenously, although this method carries a 
greater degree of risk than does the intramus- 
cular method; in the majority of cases the oral 
administration of digitalis is preferable. When 
large doses are given or the drug is employed 
over long periods, the toxic effects of the drug 
should always be constantly looked for. In ad- 
dition to the usual anorexia, nausea and vomit- 
ing, at times diarrhea, and the direct cardiac 
effects such as slowing and irregularities due 
to premature contractions, one may encounter 
visual disturbances of equal significance some- 
times preceding any of the above mentioned 
symptoms of cumulative effect. Withering not- 
ed that under these circumstances all objects 
appear green and yellow, at times red and 
blue, or take on a snow or hoar-frost appear- 
ance. All of these are increased in the sunlight 
and to a less extent by artificial light. Dim, 
veiled, cloudy or cottony vision may likewise 
occur. In none of these is the mechanism 
clear. Delirium may occur rarely as an unusual 
toxic symptom. 

For the relief of cardiac edema digitalis is or- 
dinarily the best diuretic. If this is inadequate, 
one may employ mercury and for this purpose 
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novasurol or salyrgan (1-2 c.c. intramuscular- 
ly) are often followed by significant diuresis. 
Because it is attended by less renal irritation, 
salyrgan is more frequently employed and best 
preceded a day or two by ammonium nitrate 
or chloride—in fact, often these latter drugs 
alone suffice. Recently urea has been adminis- 
tered in cardiac edema. This acts as a diuretic 
without impairment of the kidneys and capable 
of use over long periods. The purin diuretics— 
caffein, theobromine and theophylline—are less 
spectacular in their results and are more liable 
to cause nausea. Any of these is often more 
effective after tapping the pleura or abdomen. 
Likewise, a distended bladder in the male may 
seriously interfere with diuretics. Incision of 
the legs by multiple punctures or Southey 
tubes may be employed in edema not respond- 
ing to other methods. In the use of any diu- 
retic the daily record of fluid intake and out- 
put and of weight loss is most important. 


The method of venesection used by the earli- 
er generation of doctors is too little used today. 
In the presence of urgent pulmonary conges- 
tion the removal of 300 to 600 c.c. of blood is 
usually followed by prompt improvement in 
symptoms. 


Diet plays a minor part in cardiac therapy so 
long as a light diet is employed. One should 
prohibit a heavy evening meal for most cardiac 
patients. A light supper will often prevent the 


occurrence of preexisting nocturnal dyspnea. | 


In cases where there is marked edema the diet 
of Karell—800 c.c of milk a day for a few days 
—may act as an effective diuretic, to be fol- 
lowed later by a modification of the same by 
adding the usual light diet. In certain instanc- 
es there appears to be a relationship between 
edema and the sodium-potassium ratio in the 
diet. By substituting potassium for sodium, es- 
pecially in non-valvular heart disease, a mark- 
ed diuresis may be obtained. While the evi- 
dence is somewhat conflicting as to the role of 
salt in hypertension, it is probably wise in this 
condition, with or without edema, to restrict 
the salt intake. 


In any case of sudden failure associated with 
marked dyspnea, with or without pain, mor- 
phine will be of equal value to digitalis. The 
relief obtained is prompt and permits the rest 
so sorely needed. Codeine, pantopon, bro- 
mides, and barbitals may be used in less ur- 
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gent situations. In acute pulmonary edema 
atrophine may be advantageous. 

In severe cases oxygen therapy by the open 
or by the closed (tent) method will be of great 
assistance. The cyanosis improves, the patient 
breathes without so much effort, rest is obtain- 
ed and diuresis may continue one to several 
weeks after the withdrawal of oxygen. The ef- 
fect of too sudden withdrawal will prove con- 
clusively the advantage of the procedure. 

Experimental evidence shows that glycose 
furnishes a temporary increase in the supply 
of carbohydrate, especially to the respiratory 
center. Feeding appears to be preferable to the 
intravenous route because in the latter the in- 
crase is of shorter duration. It may act as a 
cardiac stimulant, but Smith and Luten” claim 
that it is not effective in restoring and main- 
taining compensation. Yet there appears to be 
sufficient clinical evidence to justify a contin- 
uation of it in threatened or actual failure. 

Coramine, a synthetic drug, pyridine-beta- 
carbonic acid-diethylamide, has recently been 
introduced as a substitute for digitalis. It is 
claimed that there is no cumulative effect, no 
nausea in full doses, and that it is especially 
effective in the control of cardiac asthma. My 
personal experience is that the same results 
may usually be obtained with the proper use 
of digitalis. 

Quinidine is not used in the presence of 
congestive heart failure because of the danger 
of embolism, but it is of distinct advantage in 
the prevention of failure since the reestablish- 
ment of a normal rhythm before failure sets in 
will remove an important factor (auricular fib- 
rillation) which contributes to the onset of fail- 
ure in these cases. 

Thyroidectomy: In the past year several re- 
ports have appeared from Boston. Blumgart 
and his co-workers’ have presented a group of 
40 cases of congestive heart failure which had 
not responded to the usual methods of manage- 
ment. In about one-half of these there has 
been “economic rehabilitation” over a period 
of three to 16 months following the total re- 
moval of the thyroid gland, in consequence of 
which there was a marked reduction in the 
ba-al metabolic rate. Time will not permit an 
extensive discussion of this new procedure. It 
is certainly radical but there is both theoreti- 
cal and clinical evidence in support of the con- 
tentions of these workers.* 
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(Since the delivery of this paper these authors 
report on a total of 75 patients, in whom total 
thyroidectomy was performed, with comparable re- 
sults. Blumgart, H. L.; Berlin, D. D.; Davis, D.; 
Riseman, J. E. F., and Weinstein, A. A.: Total 
Ablation of Thyroid in Angina Pectoris ond Con- 
gestive Failure, XI Summary of Results in Treat- 
ing 75 Patients During the Last 18 Months, J. A. 
M. A. 104:17-26, Jan. 5, 1935.) 

There remains one more drug to mention, 
epinephrin, of chief value in vasomotor col- 
lapse, likewise in acute pulmonary edema, al- 
though acute pulmonary edema has been 
known to follow its use. It is of great value in 
certain cases of cardiac asthma, acting as a cor- 
onary dilator and cannot be considered as a 
means of differentiation between cardiac and 
bronchial asthma. Two recent personal experi- 
ences show that a similar effect may follow the 
use of ephedrine. Epinephrine is the only 
means for the relief of cardiac standstill, in 
which case it must be injected into the heart 
musc!e. Because of its pressor effect it is to be 
avoided in angina pectoris, coronary thrombo- 
sis and aneurism. 

The picture is not alluring; save in the rheu- 
matic cases the progress is downward following 
the first failure; we have barely scraped the 
surface in demonstrating what may be done in 
the preventive management of our cardiac pa- 
tents. The real future of cardiology lies in that 


direction. 
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TRAUMATIC EMBOLI 


R. S. JOHNSTON, M. D. 
La Junta, Colo. 


(Read before The New Mexico Medicai Society 
at its 52nd Annual Meeting at Las Vegas, N. M., 
July 19-21, 1934) 


I shall make this a surgical discussion, un- 
der symptoms, source, pathology, incidence 
and treatment and consider as traumatic agents 
only the commonest, which are: Thrombi, air, 
and fat, and the effect of their lodging in the 
lungs, coronary arteries and brain. 

The symptoms of the pulmonary emboli are: 
Sudden sharp pain in the chest, rapid respira- 
tion, rapid pulse, and development of an area 
of consolidation with moist rales. 

The symptoms of emboli in the coronary 
arteries are: Sudden loss of pulse, palor and 
ashy color, no convulsions, secondary respira- 
tory failure (patient not likely to recover after 
five to seven minutes). 

The pathology of thrombotic emboli at their 
destination is well understood because it is 
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chiefly mechanical while the etiology has been 
confusing and upon this account treatment has 
been misapplied. 

It has been common to attribute the source 
to infection but careful statistics show many 
cases with none, even of low grade. It seems to 
be inherent that only one in 10,000 cases of in- 
travenous obliteration of varicose veins ever 
has emboli. 

Lockert, Mummery, De Coursey and several 
Germans feel that the source is not in the in- 
itial venous stasis but in a slowing of the gen- 
eral circulation, especially in the extremities. 

The best statistics come from the continent 
and apparently in recent years emboli have 
been on the increase with high points in 1924 
and 1929. 

This was really in the aggregate as Tempsky 
reports 1458 cases of operation for carcinoma 
of the stomach with 45 cases of thrombotic 
emboli. This is interesting since cases of em- 
bo!i w:th malignant tumors showed the great- 
est increase. 

Among 1767 laparotomies for appendicitis 
there were 29 cases of embolism. Among her- 
nias there were 0.2 per cent of emboli. There 
were more cases in cold weather than in warm 
and in women there were three times more 
than in men. Pulmonary embolism was found 
more in cities than elsewhere. The incidence 
was found to increase with increasing age. 

The Mayo Clinic reports 267 cases of fatal 
pulmonary embolism 1917 to 1927 in 63,347 ma- 
jor operations. 

So many embolic conditions are associated 
with heart disease that we must pay some at- 
tent'on to the heart function as a matter of 
prophylaxis. 

In treatment of heart cases digitalize all pa- 
tients with, dyspnea on exertion, whether pulse 
is irregular or not, definite cardiac lesion 
whether pulse is changed or not, auricular fib- 
rillat‘on, past or present, paroxysmal tachy- 
cardia, edema or history of edema (the excep- 
tion is in patients over 50 years of age in whom 
fluids have been forced), and previous attack 
of coronary occlusion. Digitalis is better used 
thus than as a postoperative treatment for 
shock and cardiac failure. Electrocardiograms 
may designate poor risks by inverted T waves. 

Active treatment as advised by continental 
clinics has been: Free drinking of water before 
operations, maintaining volume, reverse Fowler 
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position in bed, improve circulation of lower 
extremities by, action, bandaging for 12 to 14 
days, heat from are lamp and diathermy (some- 
times). All this is beneficial but is not satisfy- 
ing either theoretically, scientifically or prac- 
tically. 

In the literature thrombosis and emboli are 
discussed together when in reality they should 
not be. Thrombosis is most prevalent at age of 
40, while thrombotic emboli are usually in 
those over 40 years of age. Since 1900 there has 
been an actual increase of deaths due to throm- 
boses but not much in deaths due to throm- 
botic emboli. 

There is a feeling, however, that the source 
of thrombosis and thrombotic emboli may be 
one and the same; the end result is similar. 
Many good men’ still cling to the theory that 
emboli are due to a slowing of the circulation 
and there may be some basis for this in that 
there are so many cases of emboli in non-oper- 
ated or injured cases that have severe cardiac 
trouble. Some, like Franke, Kuskow, Kinzel 
and Pathy feel that infections may contribute 
in an indirect way by a secondary or poisoning 
effect. Another group, including Payr, Mor- 
awitz and Rahm believe that patients subject 
to emboli and thrombosis are a constitutional 
type. This may be transient but definite. Their 
method of detecting these typical individuals is 
by injecting one c.c. thyroxin. Those that are 
sensitive show a quickened pulse and rise in 
temperature with a slight increase in the ery- 
throcytes and decrease in the platelets. After 
two or three injections these changes increase 
two or three times and coagulation time is 
longer. On a patient of this “sensitive” group, 
Bankoff believes that an operation or trauma 
will produce similar effects and they will not 
develop thrombotic conditions. On the other 
hand, “thyroxin resistant” patients show no 
change with the same procedure and are al- 
ways a possible thrombotic danger. The real 
action must be explained by theory. Freund 
and Boshamer believe that the effect is on the 
vegetative nervous system, which at the same 
time affects the cardiovascular system, produc- 
ing the clinical symptoms in the patient. This 
paper of Bankoff in British Med. Journal, Feb., 
1934, states that without exception cases of 
thrombosis found have been in. the“resistant” 
group. The treatment involved as a result of 
this investigation is epheton gr. %4, atropine gr. 


121 


1/100 hypodermically given every other day 
‘or at least three doses from the fifth day after 
operation. Since then not one patient treated 
in this way has suffered from thrombosis or 
embolism. 

The scientific explanation is as follows: Ephe- 
ton causes a change in the blood picture so that 
in six hours the platelets are less than 100,000 
per cu-mm. This happens after each injection 
until the third when there is no further change. 
Coagulation time is lengthened two to three 
times. In smaller hospitals and where the lab- 
oratory equipment is not sufficient, it may be 
best to treat all injury and surgical cases as 
“resistant.” Epheton is not expensive and 
neither it nor atropine is harmful. It will take 
the records of a large clinic to give us a con- 
clusive test, but we, with smaller groups can be 
contributors and reduce these startling fatali- 
ties to a minimum at least. 

W. Koenig with a platelet theory evolved 
through much study but differing some from 
Bankoff in that he emphasizes toxicity of nu- 
clear degeneration, advises sympatol or blood 
as treatment. Prophylaxis is suggested by giv- 
ing by mouth 20 drops of a 10 per cent solution 
of sympatol t.i.d. for a week or one c.c. hypo- 
dermically daily when oral administration is 
not possible. This is supplemented by deep 
breathing of carbon dioxide several times 
daily. 

Between 1930 and 1932, 500 patients over 20 
were treated thus prophylactically. These were 
compared with 500 cases in the same year and 
also with 500 cases of 1929 with the following 
result: Sixteen per cent of those treated in 1930 
to 1932 developed thrombosis; six per cent of 
those untreated in 1930 to 1932 developed 
thrombosis; 4.3 per cent of those untreated in 
1928 developed thrombosis. Among the treated 
cases there were two fatal cases of pulmonary 
embolism on the seventh to 14th day in very fat 
men. Personally I feel that these were prob- 
ably due to fat embolism and should have had 
other treatment. Sympatol, an adrenalin-like 
drug harmless even in large doses, is easily tak- 
en and could be used routinely in injury and 
operative cases prophylactically or actively. 
Koenig’s statistics seem quite convincing. 

Waltman Walters of the Mayo Clinic reports 
4500 major surgical procedures over four and 
a half years, all of which were given thyroid 
gr. fi, t.i.d. postoperatively for eight to 12 days. 
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’ This reduced a previous rate of fatal cases from 
0.34% to 0.09%. This was based on investi- 
gative work of Shironoya and Rowntree, who 
showed in rabbits a distinct slowing of throm- 
bosis after thyroxin. 

This concludes my discussion of thrombotic 
emboli and brings me to the topic of air embol- 
ism, a subject with which you have all had 
some practical experience and perhaps some 
sad results. 

The symptoms of air embolism were describ- 
ed accurately in 1864 fully 35 years before arti- 
ficial pneumothorax was even advocated, and 
long before intravenous medication was at- 
tempted. 

Of recent years, severe “pleural shock” so 
called, has been proven to be air embolism, 
usually due to a needle tearing a pulmonic 
vein. It has been shown experimentally that air 
under pressure can enter the blood through 
normal mucous membrane of the lung and that 
although dogs can recover after injections of 
20 to 60 c.c. given slowly, air can be sent into 
the circulation too rapidly for such recovery 
and in too great amounts, especially in wounds 
of: Intra-cranial sinuses, veins of neck and 
lungs, pregnant or puerperal uterus, veins of 
subcutaneous or fatty tissue and veins torn in 
long bones, especially the tibia. 

Large amounts injected slowly are absorbed 
by the blood; smaller amounts given rapidly 
may have serious effects. The results may be: 
Blocking pulmonary circulation, blocking cere- 
bral circulation, especially as in veins of neck 
and sinuses, blocking coronary circulation, 
which is most serious and sudden of all. 

Coronary occlusion causes arrest of the heart 
in systole instead of the usual circulatory fail- 
ure in diastole. The patient becomes pale and 
ashy, without convulsions and with secondary 
respiratory failure. This is almost hopeless as 
far as resuscitation goes, and is not influenced 
by massage or adrenalin. 

In laboratory experiments removal of the 
air from coronary arteries with a syringe re- 
vived the circulation, if done within seven min- 
utes time. Experiments with dogs by Rukstinat 
and La Count showed: Recovery or death is 
prompt; delayed cerebral embolism following 
coronary embolism was not observed in dogs. 

Fitzsimmons has made a report of 10 cases 
who collapsed during pneumothorax, of whom, 
seven were sitting up, four collapsed before air 
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was introduced, six had convulsions, six became 
totally unconscious, and nine showed pleural 
adhesions by x-ray. 

The treatment is; I. Prophylactic—x-ray pic- 
ture to show adhesions to pleura, positive pres- 
sure, ligation or cautery, blunt Floyd Robinson 
needle, No. 17 Gage for aspirations, lower head 
for 10 minutes at least, clamping, or prompt 
pressure with finger on veins of neck while op- 
erating, ergot in atonic uteri during or after 
curettage. 

II. Active—head down 30 degrees with 
body, lower head of bed, artificial respiration 
and oxygen for initial shock, direct massage of 
heart by Trendelenburg operation in pulseless 
cases, and morphine and adrenalin. 

Sudden collapse of heart means coronary em- 
boli and valuable time is lost with adrenalin, 
massage and stimulants. 

Few cases have been operated successfully 
for coronary occlusion because of delay in 
making diagnosis. 

This concludes my remarks on air emboli 
and brings me to the most frequent cause of 
emboli, which is fat. 

The typical case of fat embolism has been 
seen by most of you. It occurs with: A frac- 
ture or late manipulation of a fracture, a sud- 
den pain in the lower chest often associated 
with dyspnea and usually with fever from 
101-103, sometimes with moist rales in the area 
of pain. Recovery may result in 36 to 48 hours 
unless also there is hemorrhage from kidney 
and unconsciousness for longer or shorter per- 
iods perhaps leading to, sudden death in con- 
vulsion or slow death from a pneumonia. 

Pathologically, fat embolism was described 
by Zenker 70 years ago. It is our most com- 
mon type of embolism. The first observations 
of fat emboli were made after fracture of long 
bones. Factors involved here are: Gaping of 
the veins and crushing of fat. The veins tend 
to remain open and with advancing age or with 
trauma the fat becomse more liquid. The pres 
sure of hemorrhage hastens the liquifaction of 
the fat. Hence, fat embolism is influenced by: 
Presence of fat in the bone marrow, amount of 
fatty substance liberated by trauma, the cor- 
sistency of the freed fat, the extent of tearing 
of the veins in the bone involved and its mar- 
row, and the rapidity and extent of the hemor- 
rhage. 
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Recent investigations have shown that fat 
emboli also may arise from bruises. 

The following are the findings and conclu- 
sions of Miloslavick of Wisconsin, who made 22 
autopsies where death was caused from auto 
accidents. In all cases there was fat in the 
lungs. Sometimes the whole lung was plugged 
in the capillary system. The cases of isolated 
fractures with profusely scattered bruises 
showed most pronounced fat embolism. Many 
cases of multiple fractures showed only a small 
amount of fat. There was some fat in the lungs 
in cases in which death was almost instan- 
taneous and in some cases in which death was 
delayed a few hours. In addition to the fat 
there was an edema with petetchial hemor- 
rhages about collections of fat globules. This 
may explain the pneumonias, perhaps the so- 
called ether pneumonias. In only two cases 
was death due to pulmonary embolism; the 
cause was usually cerebral. 

Two Germans, Flick and Traum, have done 
some very good work on fat emboli: Starving 
dogs were etherized and blood drawn from the 
femoral artery and vein and analyzed for fat, 
then the bones of these extremities were brok- 


en against a sharp object and again the blood 


was withdrawn at regular intervals. In 10 
minutes there was a rapid increase of fat in the 
artery and later in the vein. In another experi- 
ment five c.c. of dog fat was injected at the site 
of the fracture. There was fat in the venous 
blood in the first one in 10 minutes, and later 
in arterial blood. This dog developed pneu- 
monia and died nine days later. Fat was found 
in the lungs, kidneys and heart. Many attempts 
were made to correct this fat storm. Some were 
unsuccessful. Pituitrin was used in good sized 
doses with a good effect within three hours by 
Roab. Flick and Traum used pituglandol in- 
travenously. (They needed only one-seventh 
to one-tenth the volume for the same effect as 
pituitrin.) The result was a rapid fall of blood 
fat which remained permanent. 

So far, I know of no reports of this treat- 
ment on man. Perhaps some better substance 
than pituitrin can be developed. The most like- 
ly source is from the intermediate lobe of the 
hypophsis. If you and I show our interest in 
this, research will receive a much needed im- 
petus. 

Lehman of Virginia and McNuttin of St. 
Louis took 50 unselected cases for autopsy of 
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the lungs and found: Definite fat embolism in 
over 50 per cent, no history of trauma in 50 
per cent of these, and a few cases with trauma 
showed no evidence of fat emboli, but there 
was fat embolism in the majority of cases sub- 
jected to trauma or operation. Their conclu- 
sions were that fat embolism is common in ter- 
minal conditions—traumatic and non-trau- 
matic. 

My attention was directed toward emboli 
three years ago by a series of such cases which 
occurred. These made me recall others and 
I began to wonder whether I was using the 
best methods to prevent deaths from emboli. 


When I was an interne I gave a light anes- 
thesia to a young woman who had an abscess 
just under the sternocleidomastoid muscle on 
the right side of the neck. Another interne in- 
cised the tumor mass and almost instantly the 
patient turned pale and died. Since that time 
I have never given a general anesthetic to open 
an abscess of the neck, thinking it was a vagus 
reflex. I know now that I was wrong. 

There have been cases of collapse and death 
following the opening of peritonsillar abscesses. 
A fr’end of mine had one, so since that time I 
do not open widely with a knife but use a hem- 
ostat. In this procedure I was right but I did 
not know why. 

I removed an appendix under local anaes- 
thesia in a lady of fifty-five. Another member 
of her family had died suddenly following an 
operation so I kept her very quiet and in bed 
for 12 days. She went home on the 14th day 
and died suddenly while sitting in a chair on 
the 16th day after the operation. Her conval- 
escence up to this time was uneventful. 

Two days after a serious auto accident, I at- 
tempted to reduce a comminuted fracture of 
the lower end of the femur. The patient be- 
came dyspneic, fever rose in a few hours to 
103.5 and the right lung was filled with rales. 
The patient, who was 70 years old, eventually 
recovered, but was very sick and has a short 
leg today because I was afraid to manipulate 
further. 

Soon after this I saw a lad of 14, thin and 
poorly nourished, who had been kicked by a 
horse five weeks previously and had suffered 
a comminuted fracture of the left tibia and 
fibula, which was exceedingly difficult to re- 
duce. While changing the splint in the morn- 
ing he became faint and weak. His pulse was 
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120 and of very poor quality. The parents were 
told that he might die suddenly. He died at 11 
p.m. that night. From the first he should have 
had heat, light, stimulation for the general cir- 
culation and some exercise and pituitrin 
(Obst) by hypodermic every four hours. 

The next morning a Mexican of 60, who had 
had a fracture of the right hip six months be- 
fore, was found dead in bed. The history of the 
case disclosed an impacted fracture which was 
in a cast for two months. He had a swelling of 
the whole limb and I kept him in bed for some 
time, finally getting him up upon advice of a 
consultant. He began to walk about of his own 
accord. A pain developed in the right lower 
chest at 10 a.m. and he spit up blood. His fever 
was 101 but he seemed better the next day. 
At nine p. m. he was passing bloody urine. He 
was given a drink at 4:20 a.m. and was found 
dead at five. This is a typical picture of gen- 
eralized fat embolism with death due to a cor- 
onary embolus. 

I curetted a woman of 23 for an incomplete 
abortion. She bled considerably at first and 
while on the table her pulse changed from 80 
to 124 and remained so. The next day she de- 
veloped a sharp pain in her right chest and she 
became dyspneic. Her uterus tended to be 
atonic. The treatment for her should have 
been pituitrin and ergot. 

I have seen two cases of peritonitis become 
unconscious and later recover. I performed a 
hysterectomy in a very obese woman. She had 
a fever of 104 the next day, became dyspneic 
and grew progressively worse. 

I removed a gall bladder and appendix in an 
obese woman of 40. That night her tempera- 
ture was 103 with a rapid pulse. She chilled 
several times and nothing relieved her. She 
became unconscious and died 52 hours after 
the operation. No symptoms existed of pneu- 
monia and she was never rational. This was 
due to fat embolism. 

Recently, I have had a hip fracture in a 
woman of 78. She had pituitrin for 12 days— 
good recovery. 

A cowboy had a crushed chest—third day 
fever, expectoration pain. This subsided 


promptly with pituitrin. I am waiting until 
symptoms arise and using pituitrin. I believ it 
is scientifically correct. I am proving my point 
this way instead. of by series. 

In conclusion I feel sure that you have all 
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seen patients suffer with, and some succumb 
with, emboli. Possibly you have seen the pa- 
tient who seemed to suffer from a silent fear 
of operation with a facies (pinched), but no fe- 
ver and no increase in pulse. Perhaps he is 
really sick, if he belongs to the “resistant 
group.” This is the type I have seen suffer 
from thrombotic emboli. People can recover 
from air emboli if well treated and they die 
without it. Fat embolism is very prevalent 
especially among the severely injured and the 
aged. Pituitrin helps and cures. I hope that 
you and I will be able to analyse sudden surgi- 
cal conditions definitely such as emboli into 
pulmonary, coronary or cerebral locations, tak- 
ing into consideration the treatment and prog- 
nosis and deciding whether it is thrombi, air 
or fat. 





CONDITIONS ASSOCIATED 
WITH SPLENOMEGALY 


By J. H. MUSSER 





(From the Department of Medicine, School of 
Medicine, Tulane University of Louisiana, New 
Orleans.) 





The spleen is one of the most interesting or- 
gans of the body, an organ which apparently 
plays a definite part in the human economy, 
but which is non-essential for the maintenance 
of health and well-being, as was known by the 
ancients who removed the spleen of their Mar- 
athon runners to improve their wind. Appar- 
ently splenectomy exerts, in so far as experi- 
mental efforts can determine, only an effect on 
the blood and on the red cells. A good many 
years ago I had the opportunity of following a 
woman whose spleen had been removed be- 
cause of a cyst. It was noted persistently and 
uninterruptedly as long as this patient was ob- 
served that her blood count never returned to 
normal. This observation led to a study of the 
effect of splenectomy on the blood count of the 
experimental animal and the effect that this 
procedure had on the animal in various hema- 
tologic, immunologic and biochemical ways. A 
large amount of experimental work was con- 
ducted over a period of some years in Pearce’s 
laboratory. I had the fortunate opportunity of 
participating in much of this work. 

The anemia that develops after splenectomy 
is immediate, reaches its height in three to six 
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weeks and, in the dog, the count returns to 
normal in five to 10 months. With this anemia 
there is noted an increased resistance of the 
red cells to hypotonic salt solution. The animal 
whose spleen has been removed, if subjected to 
experimental anemias, does not regenerate red 
cells as promptly as does the normal. In the 
dog accessory spleens are common, almost in- 
variably found, and in the dog that has been 
splenectomized a long time the accessory 
spleens become enlarged and apparently take 
over the functions of this organ. It is known 
that the spleen may aid in regeneration of 
blood cells as substantiated by the observation 
that in certain severe anemias areas of myeloid 
cells may be found in the splenic pulp (Boyd). 

The spleen has other functions besides that 
of hematopoiesis. Barcroft has shown that one 
of its most important purposes is to act as a 
great storehouse for blood. He has shown, un- 
der certain physiologic and pathologic condi- 
tions, that the spleen undergoes great change 
in size, so much so that he estimates it is ca- 
pable of storing one-fifth of the total blood vol- 
ume. After violent exercise the spleen that is 
lying outside of the body, the exteriorized or- 
gan, can be observed to shrink very consider- 
ably in size. The same change in content takes 
place immediately after hemorrhage, in as- 
phyxia, carbon monoxide poisoning and during 
pregnancy. The spleen, then, acts as a reser- 
voir for blood and when there is a sudden de- 
mand for more blood it supplies it. The amount 
it can deliver is relatively slight, but as Bar- 
croft shows, the addition of only a small amount 
of blood is capable of increasing markedly the 
circulation rate. He demonstrates that rough- 
ly 20 cc. of injected blood will produce an in- 
creased flow of 200 cc. per minute around the 
body. It can be seen then that there is a pro- 
nounced augmentation of the amount of func- 
tioning blood whenever a relatively small 
amount is added to the circulation. 

The spleen, the largest organ in the reticulo- 
endothelial system, necessarily plays an im- 
portant part in immunologic processes. This 
may be the explanation in the increase in size 
that takes place in bacterial diseases. The 
spleen also has the property of acting as a fil- 
ter for the iron from destroyed red cells, re- 
taining it and it probably also filters out bac- 
teria. 

If the spleen can change so markedly in size 
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under physiologic conditions, equally so is it 
capable of changing size in innumerable path- 
ologic disorders. Normally weighing 150 grams, 
under the influence of certain infections, it may 
obtain a weight triple or quadruple this figure. 
It is said that it does not become palpable un- 
til it has obtained a size three times the nor- 
mal. It is possible, however, to judge of a slight 
enlargement of the spleen by percussion. It is 
difficult and often impossible to get the lower 
border of the spleen by percussion because of 
the occluding tympany of Traube’s semi-lunar 
space. The upper border, however, in the mid- 
axillary line can be percussed and determined 
in the great majority of instances. If the per- 
cussion dulness is one to three cm. above the 
ninth interspace in the mid-axillary line it is 
excellent evidence that the organ is enlarged. 
The spleen is so closely interrelated with dis- 
ease that Krumbhaar states that in 10,000 
autopsies at the Philadelphia General Hospital 
the spleen was found to be sufficiently abnor- 
mal in 95 per cent of the cases to be listed in 
the autopsy protocol. 


The spleen has been referred to colloquially 
as the graveyard of red cells. This particular 
function of the spleen may be through its pos- 
sible internal secretory function. Certainly 
there is a definite relationship between congen- 
ital hemolytic jaundice which can be cured by 
the removal of the spleen and this rather nebu- 
lous function which has not been demonstrated 
entirely satisfactorily either by clinical or ex- 
perimental methods. Another expression of a 
presumable dysfunction of the organ, in which 
there is excessive destruction of blood plate- 
lets, is seen in thrombocytopenic purpura 
which may be cured by splenectomy. 

CLASSIFICATION OF THE SPLENOMEGALIES 

I have attempted to draw up a classification, 
of splenic enlargement based upon the under- 
lying pathogenic processes, which is in part or- 
iginal and which in part is based upon the ef- 
forts of others. I make nine general classifica- 
tions as follows: I. Acute bacterial infections— 
typhoid fever, undulant fever, tularemia, sub- 
acute bacterial endocarditis, tuberculosis, ab- 
scess, septicemia and other infectious diseases; 
II. acute animal parasitic disorders—malaria, 
syhpilis, uncinariasis, and kala-azar (the leish- 
maniases); III. chronic infections—tuberculo- 
sis, malaria, syphilis, subacute bacterial endo- 
carditis, and amyloid disease; IV. mechanical— 
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portal obstruction, from chronic heart disease, 
chronic lung disease, and cirrhosis of liver, 
polycythemia from erythemia and congenital 
heart disease, tortion of splenic pedicle and 
thrombosis of splenic vein; V. blood diseases— 
associated with anemia from pernicious an- 
emia, splenic (Banti’s) anemia, hypochromic 
anemia, sickle cell anemia, and Hodgkin’s dis- 
ease; associated with leukocytosis from chronic 
leukemia and acute leukemia; associated with 
increased fragility of red cells from chronic 
hemolytic jaundice; and associated with plate- 
let reduction from thrombocytopenic purpura; 
VI. disorders of reticulo-endothelial system— 
Gaucher’s disease, Nieman-Pick’s disease and 
reticulo-endotheliosis; VII. deficiency diseases 
—rickets; VIII. cysts—simple, parasitic, and 
neoplastic; and [X. neoplasia—sarcoma, angi- 
oma, and secondary metastasis. 
DISCUSSION 

In many of the above mentioned conditions 
enlargement of the spleen is of considerable 
diagnostic importance; in others the import- 
ance of slight or even considerable splenome- 
galy is of no special moment. 

ACUTE BACTERIAL INFECTIONS 

In acute infections the spleen is enlarged in 
practically every instance. The three condi- 
tions of greatest frequency at the present time 
in which it is enlarged are typhoid fever, un- 
dulant fever and tularemia. In subacute bac- 
terial endocarditis the spleen may be enlarged 
as part of the picture of the septic process. At 
times it may undergo marked enlargement as 
a result of an embolus with subsequent infarc- 
tion of the occluded area. 

ACUTE ANIMAL PARASITIC DISORDERS 

In animal parasitic disorders only the most 
important have been enumerated. Those who 
are familiar with tropical medicine state that 
in practically every acute parasitic disease, sys- 
temic in nature, the spleen is enlarged. In un- 
cinariasis the enlargement of the spleen is usu- 
ally not pronounced unless there is a high de- 
gree of anemia. In acute syphilis the spleen is 
enlarged but the enlargement is of more im- 
portance in the chronic infection which syphilis 
becomes sooner or later. 

CHRONIC INFECTIONS 

In the chronic infections enlargement of the 
spleen may be a part of the general systemic 
reaction. It is of minor moment, but occasion- 
ally in tuberculosis there occurs a large single 
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tumor growth in the spleen which is spoken of 
as a tuberculoma. Bacterial endocarditis may 
be chronic as well as acute. The spleen may 
be enlarged in syphilis as a result of fibrotic 
changes occurring at the same time in the liver 
because of the single, or multiple gummata. 
Amyloid disease is extremely rare nowadays 
and the spleen in this condition develops the 
amyloid state as a result of some type of 
chronic, usually tuberculous, infection else- 
where. Of extreme importance is the enlarge- 
ment of the spleen in chronic malaria. Often 
the organ is so enlarged and so much patho- 
'ogic change has taken place that it does not 
diminish in size even if the patient is cured by 
quinine. It may become a problem to be allevi- 
ated by surgical measures. 
MECHANICAL 

These conditions depend upon a damming 
back of the blood into the spleen as a result 
of partial venous obstruction which occurs in 
chronic heart and lung disease and liver cirr- 
hosis. In polycythemia the swelling of the 
spleen is due to the increased blood mass and 
hence literally is mechanical. The factors re- 
sponsible for the increase in the blood mass 
may be entirely different but the resultant en- 
largement of the spleen depends upon the same 
fundamental cause. A movable spleen some- 
times twists on its pedicle and produces a con- 
siderable degree of congestion without death 
of the organ. This happens occasionally in 
sp!anchnoptosis; more generally it is likely to 
depend upon disruption of the spleen from its 
bed as a result of increased size. A spleen twist- 
ed on its pedicle is usually a spleen which is 
diseased. Thrombosis of the splenic vein rarely 
occurs. 

BLOOD DISEASES 

In the anemias enlargement of the spleen is 
common. The enlargement, however, is usual- 
ly minimal and of no particular diagnostic nor 
prognostic significance. An exception is that 
in Banti’s disease the spleen may reach a great 
size. It is important in conjunction with this 
disease to bear in mind the possible patho- 
genetic relationship between the enlarged 
spleen and the disease itself. It hardly seems 
worth while to more than mention in passing 
the tremendous enlargement of the spleen that 
takes place in leukemias. The organ sometimes 
obtains a size which is perfectly enormous. The 
only comment that seems of moment in regard 
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to this splenomegaly is to not touch the spleen 
surgically; depend upon radiotherapy to re- 
duce its size. One of the most interesting types 
of splenomegaly occurs in the condition of 
chronic hemolytic jaundice in which the spleen 
plays a distinct role in etiology. In this condi- 
t'on in which there is a marked increase in the 
fragility of the red cells to hypotonic salt solu- 
tion, splenectomy is curative. In Hodgkins’ dis- 
ease enlargement of the spleen is, as a rule, not 
of great importance but the disconcerting oc- 
currence of the so-called splenic Hodgkins’ 
without glandular enlargement elsewhere pre- 
sents a diagnostic enigma which requires con- 
siderable skill in solving. The condition closely 
resembles Banti’s disease. 
DISORDERS OF THE RETICULO- 
ENDOTHELIAL 

This system, known only in the last 20 years, 
has as its most important organ the spleen. 
There are a few pathologic conditions which in- 
volve this system expressed notably in splen- 
omegaly. These conditions are extremely rare 
and hence are not of primary importance. The 
occurrence of a big spleen in childhood associ- 
ated with marked anemia, a definite leukope- 
nia and pigmentation of the skin and conjunc- 
tiva, will indicate that Gaucher’s disease is 
present. Nieman-Pick’s disease is similar. The 
enlarged spleen, the palpable liver, and the 
anemia of Nieman-Pick’s give the picture some- 
what resembling Gaucher’s, but with leukocy- 
tosis and not a leukopenia. The condition is not 
benefited by splenectomy. 

DEFICIENCY DISEASES 

The only deficiency disease of moment that 
is associated with enlargement of the spleen is 
rickets. 

CYSTS 

Cysts of the spleen may be simple, parasitic 
or neoplastic. Parasitic or neoplastic cysts are 
associated with hydatid disease or malignancy. 
The nonparasitic or simple cysts may be uni- 
locular or multilocular and may arise from 
simple trauma, or may have a more compli- 
cated genesis, such as involution of the peri- 
toneal endothelium. 

NEOPLASIAS 

The usual cause of neoplastic enlargement 
of the sp'een is from carcinoma elsewhere—the 
primary site usually being a breast. Primary 
neoplasm is uncommon. The primary neo- 
plasms, according to Krumbaar, are sarcoma, 


lymphosarcoma and retothelial sarcoma. 
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SUMMARY 

Splenomegaly is of considerable diagnostic 
importance. The finding of an enlarged spleen 
in certain infections helps to clear up the diag- 
nosis. Enlargement of the spleen can never 
be said to be pathognomonic except in certain 
disorders. The relation of the spleen to certain 
diseases need not be stressed here, but the 
influence that splenectomy plays in some dis- 
orders exemplifies beautifully the important 
role the spleen may play in the pathogenesis 
of disease. Occasionally an enlargement of the 
spleen may explain a rare or unusual con- 
dition; occasionally it happens that unusual 
subjective complaints may be based upon en- 
largement of the spleen which may be the first 
indication of. underlying disease. 

It is advisable always to determine whether 
or not splenic enlargement is present when 
making physical examination of a sick person. 





VAGINAL HYSTERECTOMY, 
CLAMP METHOD 


By DR. J. W. KENNEDY 
Philadelphia 


(Excerpts from address before the New Mexico 
State Medical Society, 52nd Annual Meeting, Nov. 
19-24, 1934). 


I cannot more forcibly introduce this subject 
to your association than to quote the first 
words I heard my old master, the late Joseph 
Price, say 30-odd years ago concerning the 
procedure. 

He said vaginal hysterectomy, clamp method, 
has the broadest field of usefulness of any 
pelvic operation, has the lowest primary mor- 
tality of any operation in surgery and has the 
best postoperative history of any operation of 
my knowledge. 

Could any operation be better introduced 
and yet as I watched this great surgical genius 
perform this operation, I marvelled why so 
great a master of surgical technic would per- 
form what seemed to be such an unfinished 
surgical procedure. 

Ninety-five per cent of the hysterectomies 
in the Joseph Price Hospital for any condition 
where the removal of the uterus is indicated, 
are done by vaginal hysterectomy, clamp meth- 
od. 


The mortality from vaginal hysterectomy is 
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low; sudden deaths from embolus or acute 
cardiac conditions often follow removal of the 
uterus by the abdominal route. 

We have never had a sudden death due to 
embolus or acute cardiac condition following 
vaginal hysterectomy during its 50 years use 
in the Joseph Price Hospital. 

It was the sudden deaths incident to the 
removal of the uterus from above, after the 
patient had made a perfect recovery from the 
operation, which drove us more and more to 
the vaginal route of removing the uterus. 

Surgical tragedies have never followed our 
vaginal hysterectomies clamp method, and the 
operation has the lowest mortality of any ma- 
jor operation in the entire field of our surgical 
experience. 

If two series of cases are turned over to two 
operators of equal ability, all cases being ac- 
cepted for vaginal hysterectomy, where such 
operation is possible by one surgeon, and the 
other operator resorting to the abodminal 
route of removing the uterus, the series of 
cases by the vaginal route will have one- 
tenth the death rate of the abdominal. The 
large, fleshy women, weighing from 175 to 225 


pounds, with cardiorenal symptoms, will give 
a frightful mortality when the abdominal route 


is resorted to. Vaginal hysterectomy is pro- 
foundly indicated in all such patients. 

Some of the indications for vaginal hyste- 
rectomy are: Procidentia, the abused cervix 
(badly lacerated, extensively eroded, multiple 
nabothian cysts and lurking malignancy), fi- 
broid tumors where size does not prevent re- 
mova! of the organ by the vaginal route, the 
extensively lacerated cervix in the woman 
over 49 with a degree or more of prolapse, all 
cases where the cervix has been amputated 
and the patient still complaining of local 
symptoms and malignancy of the uterus 
throughout the organ. 


I have shown you a slide representing the 
abused cervix, abused from the standpoint of 
lacerations, erosions, multiple small nabothian 
cysts, and with possible beginning malignancy. 
These cases exist by the thousands. They are 
seen in women usually past childbearing and 
are typical indications for vaginal hysterec- 
tomy. In our opinion no other operation is 
indicated and thousands of lives can be saved 
(which would be lost by later malignancy), by 
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a procedure which has the lowest mortality of 
any operation in major surgery. 

All fibroid tumors, the size of which does 
not prevent removal of the vaginal route, are 
easy victories for vaginal hysterectomy, clamp 
method. We take the position the fibroid tu- 
mor is toxemic in nature and this probably 
accounts for the many sudden deaths following 
removal of the uterus by the abdominal ruote. 
Indeed, deaths from this one tragic ending are 
greater from all causes than from waginal 
hysterectomy, clamp method. 

Procidentia, where the uterus is entirely 
protruding from pelvic location pulling the 
bladder and rectum along with the descending 
organ, is dealt with by vaginal hysterectomy, 
clamp method. At present, immediately fol- 
lowing removal of the uterus, we make a blunt 
dissection by the finger of the bladder from 
the anterior wa!l of the vagina, remove a good- 
size “V” from the entire thickness of the 
anterior vaginal wall and place in a few silk- 
worm gut sutures. This gives us the most 
ideal results. 

If the rectocele is marked, it may also be 
dealt with at the same time by like suturing. 

Excessive lacerations of the cervix in women 
over 40 with a degree of prolapse are easy 
victories for the vaginal hysterectomy and 
prevent later malignancy. Today the exten- 
sive use of the cautery has almost entirely 
placed repair of the cervix in the discard. The 
cautery has an excellent place in the patho- 
logic conditions of the cervix, but I regret to 
see it replace repair of the cervix. 

The trouble has been with the present day 
repair work that the surgery has been too 
superficial and done with material which is 
too early absorbed, resulting in utter failure 
in a large per cent of cases. Indeed repair of 
the cervix and perineum is a lost art. 

The very low mortality of this type of va- 
ginal hysterectomy permits the physician to 
advise the removal of the uterus from women 
of advanced age, and in the very poor risks 
of the over-fleshy women with cardiorenal 
symptoms. 

For instance, we see a good number of very 
heavy women who are between 65 and 75 
years of age bleeding from apparently a per- 
fectly normal uteri, as the organs are small 
and with no external evidence of pathologic 
conditions. 
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These poor surgical risks are relegated to 
the watchful waiting list; yet many of them 
have malignancy of the uterine fundus and are 
easy victories for vaginal hysterectomy. 

When one begins to discuss vaginal hyster- 
ectomy for malignancy of the uterus, opposi- 
tion rages from all sources and the fight is on. 
I know of no condition in the broad field of 
surgery where wisdom is so violated as that 
which is shown in the teaching of the treat- 
ment of malignancy of the uterus and the in- 
sanity of uncertainty reigns supreme. When 
a condition is deluged with classifications and 
immersed in dos and don’ts, you can make 
up your mind that feeble advice is being 
given. 

I know of no condition where prophylaxis 
and surgical privilege is more abused than that 
exhibited in the prevention and treatment of 
malignancy of the uterus. This discussion does 
not permit me to enter the broad field of pro- 
phylaxis of malignancy of the uterus, which, of 
course, is the most important factor in the 
treatment of the condition; but I demand the 
privilege to say that if the proper prophylactic 
steps were taken, such as obstetrics, proper 


repair of the Jacerations and the pre-malignant 
condition of the cervix properly treated, ma- 
lignancy of the cervix would practically 
vanish. 


During my entire surgical experience in the 
conduct of the gynecological department of the 
old Philadelphia Dispensary, one of the largest 
gynecological dispensaries in this country, plus 
my experience in the Joseph Price Hospical 
and other hospitals, I have never had a case 
of malignancy of the cervix where I have 
been in charge of the patient and able to carry 
out prophylaxis and proper surgical care of 
the cervix. 

This is the story we all can tell, yet today 
malignancy of the cervix is conspicuously on 
the increase, and I have never before experi- 
enced such a large per cent of late malignant 
conditions of the cervix and uterine body. 

I am not going to quote any long table of 
Statist'es concerning this subject. In the first 
place from necessity they are most unreliable, 
as no two operators see the same type of cases 
as to stage of malignant involvement. 

However, the world over, the big clinics 
report about 22% per cent of patients living 
after five years, when all available means of 
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treatment have been brought into execution 
in the treatment of malignancy of the uterus. 


Malignancy of the uterus has been classified 
into groups 1-2-3-4, depending upon the extent 
of apparent involvement, and again classified 
into groups 1-2-3-4 as to its radio-resistence or 
sensitivity. We are asked to base our advice 
as to treatment on ultra refinements in histo- 
pathology which few, if any, can do; is there 
any wonder that malignancy of the uterus is 
on the increase? Relegate common sense to 
the background and wisdom is challenged. 

If there is evidence of malignancy of the 
uterus, what must be done? What is the 


‘popular teaching? Is the uterus to be removed 


as an abdominal operation as a panhysterec- 
tomy as is ordinarily done, or the more ex- 
tensive procedure of Wertheim advocated; or 
may the organs be removed as a vaginal hys- 
terectomy, ligature or clamp method? Or fur- 
ther, shall the cervix be amputated, cauterized 
or treated by electrocoagulation, or shall the 
popular treatment of radium and X-ray be 
used alone, or in combination with other pro- 
cedures? Is there any wono-r the general 
profession is confused as to remedy? It mat- 
ters not what may be said, te teaching is 
what it is, as I have suggested, and results 
could hardly be worse. 

How many clinics in America are prepared 
to classify the malignant involvements of the 
uterus into the proper columns based upon the 
extent and location of the malignancy and as 
to the histopathology whether or not the 
growth is radiosensitive or radioresistent. 
These uncertainties as’ regard treatment of 
malignancy or supposed uterine malignancy 
must be discarded and a more definite remedy 
chosen which can be placed in the hands of a 
broader and yet safe operating profession. 

I do not-hesitate to say that the last word 
in the treatment of malignancy, of any glandu- 
lar organ which can be removed, will never 
be irridation. In practically all cases of ma- 
lignancy of the uterus seen in the Joseph Price 
Hospital, we are doing vaginal hysterectomy, 
clamp method. If the cervix is involved, ex- 
tensive cauterization is first done, then va- 
ginal hysterectomy, clamp method, is _per- 
formed with as extensive removal of the va- 
ginal fornix as is possible. This procedure is 
accessible to practically all operators. The 
operation is far more thorough than the pro- 
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fession has any knowledge. We use the clamp 
method altogether, as the clamps greatly in- 
crease the per cent of operability, and much 
increase the extent of tissue removed, as all 
the structures, the broad ligaments and tissues 
within the bite of the forceps will slough away 
and malignant tissue is in this way removed. 


I have fuliy illustrated this clamp method 
of vaginal hysterectomy in a monograph en- 
titled “Practical Surgery of the Joseph Price 
Hospital,” and the slides which I have shown 
indicate the amount of slough of the broad 
ligaments which wili take place incident to the 
crush by the clamps, and it is the proximal 
portion of the broad ligaments which are in 
the bite of the forceps which so often con- 
tinue malignancy of the uterus after hyster- 
ectomy. 


If the operator will examine the specimen 
after he has performed an abdominal hyster- 
ectomy for supposed uterine malignancy, even 
though an effort has been made to remove an 
extensive area of periuterine tissues, the speci- 
men will reveal very little tissue external to 
the uterus has been removed and, after all, 
more or less dissection has been done with the 
structures which were supposed to be removed 
still remaining in the pelvis. 


It is our opinion that the clamp method of 
removing the uterus is much more thorough 
from the standpoint of tissue removed than 
the abdominal operations which are being 
done, and has one-tenth the operative 
mortality. 


The trouble is, the profession has not been 
taught vaginal hysterectomy, clamp method, 
and it is being condemned by teachers who 
have never seen a removal of the uterus with 
the clamps. I heard a prominent gynecological 
teacher say to his class, vaginal hysterectomy, 
clamp method, had been given up on account 
of its very high mortality and the difficulties 
met in performing the operation, whereas, with 
a lifelong experience with this operation we 
recommend it as having the lowest operative 
mortality of any operation in major surgery, 
and so it goes. There is many a surgical gem 
which blushes unseen. 


During my early years association with Doc- 
tor Price, 95 per cent of the malignant uteri 
which came to his institution were at an op- 
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erable stage. In this same institution today I 
am seeing not over five per cent of cases which 
are operable. These cases come to the hospital 
today with a great dark crater in the vaginal 
fornix; there is no semblance of the cervix in 
many of the cases, yet we are living in the days 
of X-ray and radium. 


I can touch only a few of the hundreds of 
important points which come up for discussion 
in this very important condition. I will sum 
up by saying: 


We must advance as a solid phalanx for 
better obstetrics. We must prevent malignancy 
of the uterus by diligent care and treatment 
of the pre-cancerous lesions of the cervix and 
birth canal. In the treatment of malignancy 
of the uterus we must give the profession a 
remedy to which the greatest number have 
access. The remedy must be sufficiently thor- 
ough to cope with the condition, and it must 
have a low mortality primarily, in order that it 
may be resorted to early with little fear of out- 
come. A high operative mortality in any con- 
dition drives patients to a later operative hour. 


In conclusion we recommend the simple 
cautery and vaginal hysterectomy, clamp 
method, for removal of the uterus in all con- 
ditions where such is possible and removal of 
the uterus is indicated. 


It is my opinion that vaginal hysterectomy, 
clamp method, is the solution for malignancy 
of the uterus at this hour. 


DISCUSSION 


DR. WILLIAM HOWE, Las Vegas, N. M.: I have 
personally attended the Joseph Price Clinic on 
many occasions since 1906—at least for 40 weeks. 
Joseph Price died in 1912. Dr. Kennedy had been 
his assistant for 12 years. I have seen a great 
many of these operations. A year ago last winter 
I was in Philadelphia and saw a number of Dr. 
Kennedy’s cases. I remember one morning he op- 
erated on three in succession and was not more 
than four minutes on any one of them. On an- 
other morning I remember sitting astride his 
chair, so near that I could have hooked my chin 
over his shoulder. I had my watch in hand behind 
him. He knew nothing about my timing him. He 
appeared not to be in a hurry and had no sudden 
burst of speed, but he did complete the operation 
in two minutes, 45 seconds, probably five times as 
auick as I could have done it. With this rapid 
easy procedure and the most complete work that 
can possibly be done in a hysterectomy, with so 
little trauma and death rate the other route, with 
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excessive trauma and prolonged anesthesia, suffer 
terribly in comparison. 

DR. HARRY WEAR, Denver, Colo.: I wish Dr. 
Kennedy would kindly tell us how long he leaves 
the clamp on in these cases. 

CLOSING DISCUSSION BY DR. J. W. KEN- 
NEDY, ON VAGINAL HYSTERECTOMY, CLAMP 
METHOD: In answer to Dr. Wear’s question: We 
remove the ciamps after 48 hours, first having re- 
inoved the vaginal drains. 

In several thousand cases we have had no seri- 
ous hemorrhage following removal of the clamps; 
it is controlled by elevation of the foot of the bed 
and a hypodermic of morphine. Even if secondary 
hemorrhage comes from slough incident to the 
crush of the clamped broad ligaments, we have 
never had to do other than elevate the foot of the 
bed and give a hypodermic of morphine. For the 
past two years I have been unlocking the clamps 
for several hours; should hemorrhage occur, the 
handles may be placed on the clamps, relocking 
the same. 

If the serrations in the jaws of the clamp are 
too deep, the tendency of the clamp to stick to 
one side of the broad ligament sometimes necessi- 
tates a good deal of traction on the clamp in or- 
der to remove it but if the instruments are un- 
locked for a few hours, the broad ligament retracts 
from the bite of the ciamp and the instrument 
comes away very easily or may be found loose 
within the vaginal canal. 

Doctor Howe speaks of seeing me do a vaginal 
hysterectomy in less than three minutes. A good 
per cent of vaginal hysterectomies, clamp method, 
may be done under five minutes and I have per- 
formed the operation in less than two minutes 
without any attempt to be fast. To brag about 
speed in surgery is to be common and inexperi- 
enced, but I mention the operating time with the 
teaching thought that the operation in a large 
per cent of cases is easily done has aimost no 
mortality and yet is a very thorough removal 
of periuterine tissue which is most exposed to 
extensions from malignancy. 

The operation has the best postoperative his- 
tory of any major surgical procedure of my ex- 
perience. I have seen but one shocked patient, no 
sudden deaths from embolus or heart attacks 
which are often seen following the abdominal 
route of removing the uterus. 

Today’s surgery, especially in abdominal work 
has grown too dramatic, too many instruments 
used, too much done with the aid of the enormous 
abdominal retractors. The exaggerated Trendelen- 
-urg position has become too frequently a necessary 
position in abdominal surgery. In other words, 
the blow of surgery is being taken from the sur- 
geon and placed on the patient. Too much is be- 
ing said about the beautiful technique and blood- 
less surgery. Stick to your surgery but do not iet 
your surgery stick to you, by which I mean, do 
thorough surgery and get through. 
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WHOOPING COUGH VACCINE DEFINITE- 
LY PREVENTS BRONCHIAL ASTHMA 
by 
Edgar B. Beaver, M. D. 

Aztec, New Mexico 


Early in October, 1933, I had occasion to ad- 
minister whooping cough vaccine as a prophy- 
lactic measure to a number of children. Among 
the children thus treated, was a boy eight years 
of age, who had suffered frequent attacks of 
bronchial asthma since he was about a year of 
age. The mother of this boy noticed that he did 
not have even the slightest difficulty in breath- 
ing throughout the six weeks in which he re- 
ceived the whooping cough vaccine. The vac- 
cine was continued in doses of one cc. each 
week with complete absence of asthmatic 
symptoms. 

Four other patients were treated in the same 
manner with the same results, namely, total 
absence of asthmatic attacks as long as the vac- 
cine was administered once a week. These pa- 
tients ranged in age from two to 73 years, both 
sexes included. 

The initial dose in all cases was 0.25 cc. grad- 
ually built up to 1.0 cc.; upon withdrawal of 
the vaccine the asthma returns at various in- 
tervals, 10 days being the shortest period after 
administration in which an attack appeared. 
This was in a girl age four. 

Sibilant rales clear up entirely in the young 
patients, but not in the older patients. This fact 
may be due to the permanent pathology in cas- 
es of long standing. 

We have no idea whether or not permanent 
immunity could be established against bron- 
chial asthma, but feel that the matter should be 
studied. 





PURPURA HEMORRHAGICA FROM FOOD 
SENSITIZATION; SUCCESSFUL TREAT- 
MENT BY DIETARY REGULATION 
AND USE OF DIGESTANTS. 

(Case Report) 
by 
ORVILLE HARRY BROWN, M. D. 
Phoenix, Arizona. 


A case of purpura hemorrhagica caused by 
food is herein reported. 

An adult woman observed bloody stains up- 
on her pillow, and small reddish hemorrhagic 
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spots generally over the body; more on the legs 
than elsewhere, increasing gradually in num- 
ber toward the feet, which were almost a solid 
mass of punctate reddish spots except where 
the sipper straps had made pressure. Here 
and there about the body were several dark 
colored areas, one to two inches in diameter, 
from hemorrhages beneath the skin. 

The next morning she had more reddish 
spots on the body and blood seepage from the 
nose and gums. The gums were _ extremely 
sore. 

There was persistent slow bleeding from the 
gums throughout the next 48 hours; many clots 
of blood came from the nose for the next three 
to four days. 

The immediate pertinent history is that for 
two days previous to the appearance of hemor- 
rhages she had eaten freely of raw ripe apri- 
cots. There was nothing else, in the history that 
could be elicited by careful questioning, that 
seemed to offer a clue as to the etiology of the 
purpura. 

She had been affected similarly in the spring 
of 1911 though much worse. The hemorrhages 
continued that time for weeks and she was in 
poor health and extremely weak for about a 
year thereafter. 

In 1923 and again in 1925 she had similar, but 
milder, attacks. At other periods there have 
been slight attacks, but not definite enough for 
her to fix the dates. Each time she has had the 
condition, there has been a tendency for it to 
persist for weeks or even for months. 

This patient has had the habit, all her life, 
of eating freely of fruits and vegetables; she 
believes the raw product is preferable to the 
cooked. It was her recollection that at least 
certain of her attacks came at the time that 
apricots were ripe. 

Treatment consisted in putting her upon a 
strict diet with all foods thoroughly cooked; 
she was to avoid the foods which she had been 
accustomed to eating in large amounts; and she 
was.given acids with her food. Except for one 
slight increase in the bleeding from the gums, 
which we reasoned out resulted from eating 
swiss chard two days in succession, her recov- 
ery was uneventful; within about two weeks 
absorption of the discolored areas had occurred 
and she seemed entirely well of the purpura 
attack. In the four years since she has had no 
return. 
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I have observed other patients, under treat- 
ment for various sensitization conditions, in 
whom there had been the so-called “black and 
blue” spots of the sub-cutaneous tissue; under 
treatment for allergy these spots disappeared 
and seemed less likely to form. 

This case substantiates Eyermann and Alex- 
ander’s observation regarding the food sensiti- 
zation origin of purpura hemorrhagica and 
proves the value of treatment of food sensitiza- 
tions through diet regulation and the use of di- 
gestants. 


1. Alexander, Harry L., and Eyermann, C. H.:: 
Allergic Purpura; Journ. Am. Med. Assn.; June 22, 
1929, 13: 2092. 


PUBLIC HEALTH NOTES 





J. ROSSLYN EARP, DR. P. H. 
Director of New Mexico State Bureau of 
Public Health. 


STATE MEDICINE 
Following is the newspaper article which re- 


cently incurred the severe censure of the presi- 
dent of the Bernalillo County Medical Society 
in the columns of this journal’: 


Impetigo: Those nasty sores, covered with a yel- 
low crust, which spread upon the hands and faces 
of the children and will not heal, are called im- 
petigo. They look ugly, they feel horrid, but they 
do not make one very sick. They are highly conta- 
gious, but the disease is not severe enough to be 
made reportable. 

Thus we do not know whether impetigo has 
really spread or how much it has spread in this 
year of drought. But we have suspicions. Soap and 
water are great enemies of impetigo and this year 
in New Mexico there are communities that can 
get soap a good deal more easiiy than they can 
get water. One public health nurse writes of a 
village whose people must walk four miles to the 
nearest ‘spring when, as now, their cisterns are 
empty. Impetigo is rife among them. 

There are three rules for avoiding impetigo; 
(1) Keep the skin clean with soap and water; 
(2) keep the skin whole, free from cuts and 
scratches; (3) keep away from the germs; avoid 
those who have impetigo and the things they 
touch, particu:arly towels. 

To cure impetigo the germs causing it must be 
reached. The crusts are in the way and must be 
soaked or pulled off (once or twice a day). The 
standard ointment for killing these germs is am- 
moniated mercury. Most other ointments are use- 
less. In some cases it is better to use a liquid 
antiseptic than an ointment. If you can get a doc- 
tor’s advice he will tell you the best thing to use 
in each particular case. Medica! recipes cannot be 
compiled like a cook book because human beings 
are so much more variable than ovens. 

If there are several cases of impetigo in your 
school or community ask for the help of the coun- 
ty health officer or the public health nurse. 


After reading this, perhaps rather hurriedly 
1. Rogers, H. E.; Medical Economics; South- 
western Medicine, 19:35 (Feb.) 1935. 
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Doctor Rogers writes: “Dr. J. R. Earp . . . ends 
his article by advising his readers who are suf- 
fering from this, or similar skin diseases to see 
not their private physician, but their county 
health officer or nurse. Another straw! a total 
disregard of the good old stand-by—the Gen- 
eral Practitioner!” 


I have reproduced the article at length (1) as 
being the simplest way of acquitting myself of 
this charge and (2) as an illustration of how 
sadiy we may misunderstand each other unless 
we believe fully in each other’s good intentions. 

The last sentence of the article states quite 
simply that if a contagious skin disease exists 
in a community in epidemic proportions the 
health authorities should be asked to fight it. 
Positively that is all that the sentence is meant 
to convey. The health officer and the nurse, if 
they take my advice, will not only refrain from 
treating private patients of a doctor but, sup- 
posing that a doctor is available, they will do 
their utmost to increase the number of his pri- 
vate patients. However, there are plenty of 
small communities in this state where no med- 
ical aid for impetigo is available (only about 
one-half of the death certificates in New Mex- 
ico are signed by physicians). In these com- 
munities it will be the duty of the nurses to do 
the best they can without medical aid. Does 
anyone object? 


I cannot grumble. I have published nearly 
iwo hundred of these newspaper articles and 
this is the first, so far as I know, that has been 
under fire from the profession. 


Health District Act: The Health District Act 
adopted by the New Mexico legislature divides 
the state into 10 hea’th districts, each of which 
is placed in charge of a full time health officer. 
Fach district contains from two to four coun- 
ties—around 40,000 population. County health 
departments will remain as at present; commis- 
sioners may appoint deputy health officers— 
one for each county. The district health officer 
will, however, be responsible for planning and 
coordinating all the public health activities in 
his district. 

The 10 district health officers who will be 
appointed before July 1 must have resided for 
at least two years in New Mexico. They must 
either (1) have postgraduate degrees in public 
health or (2) have had experience as full time 
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health officers or (3) pass a qualifying exam- 
ination. An eligible list is being compiled at 
the State Bureau of Public Health and this list 
will be submitted to the district health boards 
who make the appointments subject to approv- 
al by the State Board of Public Welfare. 


Toxoid Abscess: Nine children, aged two to 
seven, out of 350 to whom alum toxoid was re- 
cently administered in Mora county, developed 
sterile abscesses with necrosis. A similar ex- 
perience is reported from San Juan county, ap- 
parently through toxoid bearing the same 
serial number of the same firm as the one used 
in Mora county. The incident is at present un- 
der investigation in the National Institute of 
Health. 


Previous investigation of similar reactions in 
the past has indicated that the trouble is chem- 
ical rather than biological. The children who 
develop these abscesses are less likely to gain 
immunity than those who suffer no reaction. 
The abscesses, though unpleasant, are not dan- 
gerous, and the distribution of toxoid liable to 
cause them has been so small that the use of 
alum toxoid as a prophylactic should not be 
discredited. No doubt more exact knowledge 
of the chemical stimulus will soon be forth- 
coming and a test will be available which will 
eliminate all future hazard. 


These reactions are not to be confused with 
severe local reactions that may occur in other 
children or adults with any form of toxoid. The 
danger of such reactions can only be averted 
by preliminary intracutaneous tests. 





AMERICAN MEDICAL GOLFERS 


For 21 years the golf enthusiasts of the 
American Medical Association have had annual 
tournaments. This year they will play 36 holes 
at Atlantic City on Monday, June 10; 70 tro- 
phies and prizes will be awarded; a special 
event for fellows over 60 years of age, is 
planned. 


All fellows of the American Medical Asso- 
ciation are eligible to become members of the 
American Medical Golfing Association. The 
executive secrtary, Bill Burns, 4421 Woodward 
Ave., Detroit, will be glad to supply applica- 
tion forms. 
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INIMICAL MEDICAL LEGISLATION IN 
ILLINOIS. 


A bill is now pending in the Illinois State 
legislature which would permit corporations to 
practice medicine, and this in turn would cause 
a “cash and carry” system of medical practice 
to develop. Corporations not having souls are 
consequently void of ethics. If the proponents 
of this bill succeed in placing it on the statute 
books in Illinois, it would soon be attempted in 
other states. Physicians will be found who will 
work for relatively small salaries. The corpor- 
ations will advertise. It is easy to imagine the 
extent to which quacking might go as a result. 





“SCHOOLS FOR SCANDAL” 


The New York State Journal of Medicine 
under the above title contains an editorial in 
which the report is made that a concerted cam- 
paign is being made against schools which are 
conferring degrees unauthorized by the legis- 
lature. Several schools of chiropractic and na- 
turopathy have openly flaunted the statutes for 
years. The notorious Benedict Lust, head of the 
School of Naturopathy, is one of the defend- 
ants. In order to circumvent this prosecution 
the cultists have introduced a bill into the leg- 
islature authorizing the establishment of col- 
leges of “natural therapy.” The curriculum 
certainly should give the readers of South- 
western Medicine at least a smile. Among the 
subjects taught are the following: cibology, 
hirudology, clysmology, laxatology, potiology, 
rotology, and electrolysis. The prediction is 
given that the bill will not pass. 


ANNALS OF MEDICAL HISTORY MAY 
SUSPEND PUBLICATION. 

For some years Paul B. Hoeber has publish- 
ed under the editorship of F. R. Packard the 
Annals of Medical History. In a recent editor1- 
al it was stated that unless there are more sub- 
scribers it may be necessary to suspend publi- 
cation. The Virginia Medical Monthly is ap- 
pealing to the editors of the various journals 
to put this matter before the readers editorial- 
ly and to urge individuals and organizations to 
be subscribers to the Annals. 

We should like to have at least three mem- 
bers in each state or three libraries or three 
county societies in Arizona and in El Paso 
county and in New Mexico and in Old Mexico 
subscribe to this splendid journal. It is real- 
ized that if the Annals suspends publication it 
will likely be many long years before a pub- 
lisher of sufficient courage will be found to un- 
dertake a similar project. The cutural side of 
medicine will have lost tremendously if Mr. 
Hoeber is compelled to suspend publication of 
the Annals of Medical History. Will the Physi- 
cians of the Southwest help to prevent such a 
loss? 





DR. F. C. WARNSHUIS 

The following about one of the guest speak- 
ers for the Arizona State Medical meeting may 
be of interest to those who do not personally 
know him: 

“The speaker, Dr. F. C. Warnshuis, is the 
best presiding officer I ever saw, bar none. En- 
tirely familiar with the intricacies of parlia- 
mentary practice, with unfailing courtesy, a 
keen sense of humor, and with absolute fair- 
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ness to all, he was master of every situation 
that arose, and under his guidance the House 
accomplished a tremendous amount of work in 
a short time.” (Southern Medicine & Surgery, 
97:158; March, 1935.) 





NEW MEXICO ANNUAL MEETING 


The date carried on the top of the cover of 
Southwestern Medicine last month for the An- 
nual Meeting of the New Mexico State Medi- 
cal Society was wrong. Please note it is May 
23, 24 and 25. This program will be carried 
next month. 





NEWS COLUMN 


In the last two issues of Southwestern Med- 
icine we called attention to the value of a News 
Column if the members will only take suffi- 
cient interest in it to send us personal items of 
themselves. Of the several items included in 
this month’s News Column one was contribut- 
ed by the physician himself. The others were 
gathered by the editor. 

Again we beg you to lay modesty aside and 
tell us what you are doing and what is hap- 
pening to you. Your confreres will be glad to 
have news of you. The future historians of 
Medicine in Arizona will find the News Col- 
umn of material assistance. 





INDFX FOR VOLUME XVIII 


There is availab'e for those who are keeping 
complete files of the iournal an Index for Vol- 
ume XVIII. If you have not received one and 
wish it, a card to the editor will bring it to you. 





PROGRESSIVE FEL PASO COUNTY 
MEDICAL SOCIETY 

The El Paso County Medical Society has 
taken a forward step in providing for medical 
care for the indigent and the low income 
groups. We have not been privileged to see the 
draft of their plan as yet. We believe that it 
must be a step in the right direction. Prob- 
ably in the near future we shall be able to dis- 
cuss this more intelligently and adequately. 

The minutes of the meeting in which the so- 
ciety decided to adopt this plan will be found 
in another column of this issue. 
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ARIZONA PUBLIC HEALTH ASSOCIATION 
The Arizona Public Health Association will 
meet in Phoenix April 23 and 24. A glance at 
the program indicates that it will be a most 
prof'tab’e meeting. 
We are informed that physicians are wel- 
come at any or all of the meetings. 





ANNUAL MEETING OF AMERICAN 
PUBLIC HEALTH ASSOCIATION 

The 64th Annual Meeting of the Public 
Health Associat’on will be held in Milwaukee 
October 7-10, 1935. Workers numbering about 
4500 compose this organization. Recent devel- 
opments in health protection, promotion of pol- 
icies and future expectations will be discussed. 

We are of-the opinion that it might be well 
for the Amer'can Medical Association to have 
a number of representatives there to assist in 
the guidance of the policies of the Association 
so that they may not conflict with the future 
plans of organized medicine. 





NEWS 


Dr. H. F. Laramore, graduate of the University 
of Texas in 1927, is locating in El Paso to practice 
the specialty.of Obstetrics. After graduation and 
internship he practiced in Houston for two years 
and then had four years’ post-graduate work in ob- 
stetrics, a year each in the Dallas Hospital, Presby- 
terian Hospital, Chicago, Vienna, and N. Y. Hos- 
pital. His office will be in Bassett Tower. The 
Southwest, especially El Paso and surrounding ter- 
ritory, is to be congratulated on having Dr. Lara- 
more. 

Dr. W. L. Reid, Phoenix, spent several weeks in 
Mississippi during February, having been called 
there because of the serious illness of his father. 

Dr. Henry S. Denninger, Peoria, whom we men- 
tioned last month in this column as having recent- 
ly located at Peoria, has done considerable work in 
paleopathology. He is continuing his research on 
this subiect and studying prehistoric American In- 
dians. An article of his will soon appear in South- 
western Medicine. 

Dr. O. E. Utzinger of Ray spent a few days the 
latter part of March in Phoenix. 

Drs. Fred Holmes and Victor Randolph had an 
article on the use of pneumothorax in treatment 
of pneumonia in the ANNALS OF MEDICINE for March 
and Victor Randolph has an article on Intrapleural 
Pneumolysis in Diseases of the Chest for April. 

James R. Moore, M.D., who has been superin- 
tendent of the Arizona State Hospital for the past 
two years, has been reappointed to this position by 
Governor Moeur for 1935-36. The following physi- 
cians with Dr. Moore complete the staff of the 
Arizona State Hospital: E. D. Berends, M.D., Carl 
Sugar, M.D., J. M. Sartin, M.D., and L. B. Stallcup, 
DDS. 

Dr. M. I. Leff, Glendale, is so well informed 
upon the affairs of Europe that he is much in de- 
mand as a speaker before luncheon clubs. 

Dr. Hugh Stanton, Arizona State Epidemologist, 
is kept very busy traveling over the state in the 
interest of public health. 

Dr. J. M. Pearson, Glendale, Ariz,, has been presi- 
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dent of the Rotary club of that city for the past 
year. 

Dr. Toler R. White, Kingman, secretary of the 
County Board of Health, has had to enforce a 
strict scarlet fever and measles quarantine in 
Kingman and Oatman. Even the schools were 
closed. 

Dr. Cornelius O’Leary, formerly of New York 
City, now nearly a permanent resident of Arizona, 
addressed the Phoenix Lions club recently upon the 
subject of Mussolini. 





LETTER COLUMN 


The following are excerpts from a copy of a 
letter to Arizona’s Senators and Representatives: 

It is my understanding that the President’s Com- 
mittee on Economic Security has at this time un- 
der consideration the question of health insurance, 
and will make a recommendation to the President 
thereover in the near future. 


In behalf of the physicians of Arizona I wish 
you to have certain facts. 


Organized medicine with 100,000 physicians on 
its roster believes: That Medical relief, especially 
for those with lower incomes, is necessary; that a 
system however that takes away the personal rela- 
tionship between doctor and patient is not desir- 
able; that control of any medico-social scheme 
should be in the hands of the profession both cen- 
trally and locally; that local problems should be 
solved locally with organized medicine in control; 
and that the use of a third party to any legislation 
passed would give percentages to outsiders which 
would take from the patients on the one hand and 
from the doctors on the other. 

The only unpaid person in the so-called “free 
clinic” is the doctor; it is he alone who makes the 
free clinic of value; yet all other personnel from 
managers down to janitors receive compensation for 
their services. You can easily see from this that 
the money spent in any scheme, without medical 
control, will go to people who have not the knowl- 
edge or skill to do anything for a patient except to 
direct or coerce him to the clinic. The boast of free 
clinics is the increase of the number of patients 
from year to year; outside a man may be paid to 
take charge of the parking of the cars for the 
“poor” patients, so anxious are the “free clinic” 
sponsors to build up the free clinic. Relatively lit- 
tle effort is made to know that the patients are un- 
able to pay for medical care from private physi- 
cians. 

We cheerfully help in much community service, 
at the invitation usually of other social groups and, 
the subject of recompense is not discussed. School 
nurses and other nurses of a public nature do not 
hesitate to send children to physicians for care and 
advice and do not mention compensation, although 
they themselves are paid in full for their services. 
Again: We see that even professional people en- 
gaged in social service do not think that the pro- 
fession should be consulted as to fees. It is seen. 
therefore, that any scheme without medical control 
will have, as the forgotten man, the doctor. 

As to the regimentation of the profession: I am 
sure you would not wish to place us on the same 
scale as England where $2.03 per year per person 
is all that is paid to panel physicians. Imagine 
what class of service you could expect. Maricopa 
county has 150 physicians and approximately 140,- 
000 population. At the same rate we would receive 
$1,860 a year for our services which would have to 
pay our transportation, our office needs, our instru- 
ments, our expensive apparatus, our laboratory 
service and x-ray machines, our necessary books 
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and medical magazines and then keep our families. 
I know you would not present yourself to so low a 
scale man for treatment, for he would be a fit sub- 
ject for charity with a $30,000 education and eight: 
years of time for preparation under his hat and 
capabilities galore, but stunted by lack of food and 
the ability to make a living. For this reason, we 
do not go abroad or to England any more to study; 
the profession here leads the world under a com- 
pe‘itive system that has just rewards. 

I do know that you, as our Representative, would 
not pay your own expenses to Washington and do 
the necessary things there for such a salary. Were 
I to suggest such a ridiculous thing my sanity would 
be doubted. And yet Congress has many men in it 
who have had much less intensive training over 
fewer years and whose responsibilities at home and 
at Washington are not as exacting as is the practice 
of medicine. And yet, legislation to put such a pro- 
fession in the lowest of low brackets is being pre- 
sented. The President has truly claimed that an 
underprivileged class is those who receive salaries 
of less than $2,000 a year. That such a class of the 
people are unable to live properly is his contention, 
and yet, we face the fact that we not only will re- 
ceive less than this maximum of the underprivi- 
lezed but will have to pay expenses of maintaining 
our offices as well as ourselves out of it. 

Further: If you wanted the plumbing business 
co-ordinated, you would not send electricians to 
propound a solution, neither would you ask a law- 
yer to demonstrate a flying machine when he had 
never been interested particularly in aviation; at 
least you would not go up with one who had never 
been at the controls. Yet, the control of medicine is 
being placed gradually under political influence. Do 
not place at the controls in our air-machine of 
medicine those who have never learned to fly and 
expect the ship to land safely. So we state that any 
scheme to socialize medicine must have medical 
men at the controls. 

In consideration of the bills in question, the pro- 
fession of medicine in Arizona earnestly desires 
that you keep the facts in mind. With best regards, 
I am, very sincerely, 

R. J. STROUD, 
Chairman of Committee. 





EL PASO COUNTY MEDICAL SOCIETY 
(Reported by Dr. L. O. Dutton, Sec’y) 


The El Paso County Medical Society met Feb. 
25, 1935, at Hotel Hussmann in regular meeting 
at 7:30 p.m. The minutes of the last session were 
read and approved. 

Dr. Frank Schuster reported a case of foreign 
body (nail) in the left bronchus of two years 
standing. There was abscess formation with in- 
filtration of the lung. The nail was removed by 
bronschoscopve and the child was making an un- 
eventful recovery. 

Discussed by Drs. Vandevere, Gwinn, Laws, Eg- 
bert and R. B. Homan, Jr. 

Dr. Vandevere read a paper “Remarks on Eye, 
Ear, Nose and Throat Conditions.” 

Discussed by Drs. F. Schuster, Davis, Dutton, 
Gwinn, Vandevere. 

Dr. R. B. Homan, Jr. read a paper “Treatment 
of Tuberculosis in the Home.” 

Discussed by Drs. Egbert, Ralph Homan, Mc- 
Camant, Laws and R. B. Homan, Jr. 

Dr. Laws reported on a State Executive Council 
meeting held February 19th in Fort Worth. The 
purpose was to endorse the resolution of the A. 
M. A. house of Delegates opposing the passage 
of the Epstein bill relating to health insurance and 
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other similar measures. Dr. Laws read from a re- 
port of the A.M.A., showing the grave necessity 
of quick action on the part of the medical pro- 
fession in an effort to forestall the threat of so- 
cial medicine. 

There was a general discussion of this topic. A 
motion by Dr. Green was passed unanimously en- 
dorsing the action of the Executive Council. 


Dr. McCamant offered to distribute letters to 
all members of the society urging them to write 
our Congressmen and urge them to oppose certain 
social health features of the Wagner bill. 

Dr. Egbert made a motion to devote the next 
meeting to a discussion of economic problems— 
passed. 

A letter from Dona Ana County Medica! Society, 
inviting the El Paso County Medical Society to 
meet with them at Radium Hot Springs was read. 
No official action was taken in regard to this, but 
sentiment expressed in general discussion was that 
the El Paso County Medical Society would he 
pleased to meet with the Dona Ana County Medi- 
cal Society, but not at Radium Hot Springs. Dr. 
Stevens ordered the Secretary to communicate 
this acceptance to the Dona Ana County Medical 
Society. 

There was general discussion of Dr. McCamant’s 
report on the Toltec Club as a meeting place. Dr. 
McCamant said the second floor of the club is 
available with many advantages at the rental 
of $75.00 per month. The question was not ac- 
ed upon, but on motion of Dr. McCamant it was 
decided to hold the March 11 meeting at the 
Toltec club as guests of the Elks Club. 

Applications for membership of Drs. Jordan, 
Spier and Causey were returned from the Board 
of Censors with endorsement and were accepted 
by the Society. 





EL PASO COUNTY MEDICAL SOCIETY 
(Reported by Dr. L. O. Dutton, Sec’y) 


The El Paso County Medical Society met March 
11, 1935, second floor Toltec Club in regu-ar meet- 
ing at 8:00 p. m. 

The minutes of the last session were read and 
approved. 

Report of Economics committee read by Dr. Mc- 
Cammant. The committee prepared a plan for the 
formation of a central medical bureau to handle 
indigent medical practice and part fee practice. 
The details of this plan are on record as a report 
of the committee. Dr. Ralph Homan moved to ac- 
cept the report of the committee. Passed. Dr. J. A. 
Rawlings moved to send each member of the Soci- 
ety a copy of the plan—passed. 


There was an active discussion of the plan by 
many members of the society. A motion was pass- 
ed to hold a special meeting of the society on 
Monday, March 18, 1935, 8:00 p. m., to further 
discuss and pass upon the report of the committee. 

Dr. Egbert read an urgent appeal for solidarity 
in the medical profession and a plan for “union- 
ized” clinic somewhat following the lines of the 
plan advanced by the Economics committee. 

Dr. R. B. Homan read a paper, “Roentgen Ray 
in Diagnosis of Childhood Type of Tuberculosis.” 
Discussed by Drs. Laws, Strong, Egbert, J. A. 
Rawlings and J. Mott Rawlings. 

Dr. Barrett reporting for the Board of Censors 
Said no definite action had been taken in the case 
of “The Hermit.” 

A motion to rent the second floor of the Toltec 
Ciub for a meeting place was defeated. Adjourned. 


. stricken out. 
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EL PASO COUNTY MEDICAL SOCIETY 
(Reported by Dr. L. O. Dutton, Sec’y) 


The El Paso County Medical Society met on spe- 
cial call Monday, March 16, 1935, 8, p. m., Nurses’ 
Home Hotel Dieu. 

Dr. Homan informally opened the discussion of 
the plan submitted by the Economics committee 
on the formation of a central medical service. Dr. 
McCamant brought further information concern- 
ing the San Diego plans and after general discus- 
sion, Dr. Laws moved that the El Paso County 
Medical Society adopt the plans of the Economics 
committee. This. was seconded by Dr. Gallagher 
and passed unanimously. It was then decided in- 
formally to discuss and pass upon each section of 
the plan separately with the understanding that the 
approval or disapproval of the society regarding 
each section should be in the nature of a guide to 
the Economics committee for purpose of re-writing 
the plans. 

Sections head Object and Ownership and para- 
graphs I, II, VI, VII, XI, XII, XIV, XV, XVII, 
XX. XXI. XXIII, and XXIV were adopted by the 
society. Sections IV, V,, XVI, and XVIII were 
Sections ITI, VII, XIX, and XXII 
were amended and adopted. Sections IX, X and 
XII were referred back to the Economics commit- 
tee for re-writing. 

Dr. Swope offered an amendment to the by-laws 
to provide for the election of a Board of Control 
for the operation of said plan, which is as follows: 

The Board of Contro! of the Indigent and Part 
Pay Medical Service shall consist of three mem- 
bers. The first board shall be nominated by the 
Economics committee, and elected for a period of 
three years, one member being elected each year. 
The first board shall be elected by places; place I 
being executive officer and service shall be for one 
year; place II service for two years; and place III 
service for three years. The executive officer shall 
in succeeding years be the member whose last year 
of service it shall be. 

It was moved and passed that the regular meet- 
ings be held at the Hotel Dieu Nurses’ Auditorium 
medica with a brief discussion of their actions, 
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Registration headquarters will be at the Hotel West- 
ward Ho. Every member, visitor and quest is requested 
to register promptly on arrival. Registration fee $5.00. 
This entitles one to all entertainments, smoker, lunch- 
eons and banauet. 

Scientific sessions will be held in the Hotel West- 
ward Ho. 

No address or paper before the Association, except 
those of invited guests, shall occupy more than twenty 
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minutes and general discussions to three minutes each. 
No one shall speak more than twice on the same sub- 
ject. 

Papers read before the scientific sessions shall be- 
come the property of the Association and shall be 
deposited with the secretary for publication in the of- 
ficial organ of the Association (Southwestern Medicine) . 

For the social entertainments, see the special an- 
nouncements elsewhere in this program. 
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Thursday, April 25, 9:00 A. M. 
Invocation—Very Reverend Edwin S. Lane 
Address of Welcome: 
Hon. Joseph S. Jenckes Mayor of Phoenix 
F. T. Fahlen, President Maricopa Society. 
Response—H. K. Wilson 
Introduction of President-Elect—C. R. K. Swetnam 
by President Meade Clyne 
Dr. George Thorngate, Phoenix, ‘’Silicosis.’’ 
Discussion—Dr. J. E. Bacon, Miami. 
Dr. David M. Davis, Phoenix, 
Dr. John W. Pennington, Phoenix, 
“Polycystic Kidney with Presentation of Cases.” 
Discussion—Dr. Wm. M. Schultz, Tucson. 

. H. M. Purcell, Phoenix, ‘Heat in Pelvic Inflamma- 
tion, with Demonstration of Cheap, Efficient Ap- 
paratus.”’ 

Discussion—Preston Brown. 

. Frank S. Dolley (Guest) Los Angeles, “Present 
Status of Pulmonary Lobectomy for Bronchiectasis 
and Carcinoma.” 

HOUSE OF DELEGATES 
Meet at Luncheon. 
Afternoon Session 

Session on Medical Economics. 

. F. C. Warnshuis, Speaker House of Delegates, A. M. 

A., San Francisco. 
Address. 

. Rexwald Brown, Santa Barbara, 
Address 

. J. B. Littlefield, Tucson, 

“A Plan. for Medical. Care of Low Income Groups”’ 

. Orville Harry Brown, Phoenix, 

A Report of the Medical Economics Committee. 
Discussion will be opened by Dr. Meade Clyne and 
Dr. John W. Flinn. 

Friday, April 26th, 1935, 9 A. M. 

. J. C. Riggins, Tucson, 

“Pneumothorax Treatment in Lobar Pneumonia.” 
Discussion—Dr. Fred Holmes, Phoenix. 

. Samuel H. Watson, Tucson, 

. W. R. Hewitt, Tucson, 

“Curability of Tuberculosis of the Bowel.’’ 

. John W. Flinn, Prescott, 

“Calcium Metabolism and Its Role in the Healing 
of Tuberculosis and Other Diseased and Injured 
Tissues.’ (A Preliminary Report). 
Discussion— (of above two papers) 

Dr. W. W. Watkins, Phoenix 

. F. A. Willius (Guest) Mayo Clinic, Rochester, 
Minn., “The Physiologic Approach to the Treat- 
ment of Heart Failure.” 

. E. ‘W. Johns (Fraternal Delegate) Albuquerque, 

N. M., “Juvenile Osteo-Chondrodystrophies.”’ 
Discussion—Dr. V. G. Gore, Tucson. 

. Robert Flinn, Phoenix, 

“The Medical Treatment of Gall Bladder Disease.” 
Discussion—Dr. R. A. Wilson, Tucson. 
:15 P. M—tLuncheon—to meet the entire staff of 
the Industrial Commission. 
Afternoon Session 
Industrial Relations Committee Session 
2:00 - Dr. Warner W. Watkins 
“Bone Physiology in Relation to Traumatic In- 
juries.”’ 


Phoenix 





2:20 Dr. E. Payne Palmer 


“Bone Repair and Failure to Repair in Frac- 
tures.’’ 
2:40 Discussion of above two papers opened by 

Dr. R. O. Schofield, Boulder City, Nevada. 
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3:00 Dr. R. F. Palmer, Medical Advisor, Industrial 
Commission, 

“Carpal Bone Injuries Industrially Considered.”’ 

3:15 Dr. William B. Watts, Jr., Miami-Inspiration 
Hospital: Review of Thirty-one Cases of Carpal 
Bone Injuries. 

3:30 Dr. J. M. Greer, 

“Treatment of Carpal Bone Injuries.’’ 

3:45 Discussion of above three papers opened by 
Dr. C. E. Yount, Prescott. 

4:00 Dr. Meade Clyne, Chairman: Annual Report of 
Industrial Relations Committee. 

4:20 Mr. C. Leo Guynn, Claims Manager, Arizona In- 
dustrial Commission: ‘Industrial Relations 
Problems.”’ 

4:40 General Discussion. 

Saturday, April 27th, 1935—9 A. M. 

Dr. H, L. Franklin, Phoenix, 

“Hereditary Optic-Nerve Atrophy.” 
Discussion—Dr. Dake Biddle, Tucson. 
(Continued on page 140) 
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Dr. A. K. Duncan, Douglas, 
Pre-Sacral Ganglionectomy in Dysmenorrhoea.”’ 
Discussion. 

. Howard Fleming (Guest) San Francisco, 
“Diagnosis and Treatment of Head Injuries.” 
Discussion. 

. Walter Brazie, Kingman, 

“ Insurance Examinations.” 
Discussion—Dr. Alvin Kirmse, Tucson. 

. Ronald Davison, Tucson, 
“Interpretation of Blood Cholesterol 
tion.” 

Discussion. 

3:00 P. M. Meeting House of Delegates and General 
Session. 

Election of Officers. 


ARIZONA STATE MEDICAL AUXILIARY 
sceatibins -eaa 


Thursday, April 25th. 
Registration. 
Executive Board Luncheon 
Mrs. Joseph Madison Greer, 
McDowell Road at Ninth Street. 
Tea and Musical 
Mrs. O. H. Brown, 
2025 North Central Avenue. 
Open House 
Mrs. David M. Davis, 
Bethany Road and Sixteenth Street 
Buffet Supper, Bridge 
Arizona Club 

Friday, April 26th. 

General Business Session 
Arizona State Medical Auxiliary, 
Hotel Westward Ho. 
State Luncheon 
Hotel Westward Ho. 
Annual Banquet—!Informal 
Hotel Westward Ho 

Saturday, April 27th. 
Golf, 
Phoenix Country Club. 
Executive Board Meeting 
Hotel ——— Ho. 


ENTERTAINMENT PROGRAM 
Thursday, April 25, 7:00 P. M. 
Smoker—at the Barn. 

Friday, April 26, 7:00 P.M. 
Annual Banquet—Hotel Westward Ho. 


Determina- 


:0 
3 


9 A.M. 
12:30 P.M. 


0 
0 
3 to 5 P.M. 
5 to 7 P.M. 
7:30 P.M. 


9:30 A.M. 


12:30 P.M. 
7:30 P.M. 


9:00 A.M. 
10:00 A.M. 





A milk-drink that is especially valuable in the 
dietary of the malnourished, is Cocomalt. It is 
particularly fine for children, because it converts 
milk into a delicious, chocolate-flavor drink which 
youngsters look upon as a “treat.” They drink far 
more milk when it is mixed with Cocomalt than 
they would in any other way. 

Not only does Cocomalt make milk more palat- 
able, it substantially increases its caloric value. Pre- 
pared according to the simple directions on the la- 
bel, it adds 70% more caloric value to milk—so 
that every cup or glass of Cocomalt is equivalent in 
food-energy value to almost two glasses of 
alone. It is not at all uncommon for a malnour- 
ished, underweight child to gain a pound a week, 
and more, when Cocomalt is added to the diet. 








Drug or Detail Salesman calling regularly on dis- 
pensing physicians, free to accept non-competing 
line. Liberal commission and full protection. Give 
present line, territory covered, and number of trips 
per year. Complete cooperation and direct mail as- 
sistance. Gaston Moreau, 509 Fifth Avenue, New 
York, N. Y. 
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BOOK REVIEW 


OBSERVATIONS OF A GENERAL PRACTI- 
TIONEER: by William N. McCartney, M.D.; Rich- 
ard G. Badger, Publisher; The Gorham Press, Bos- 
ton, Mass. 

This book is written by a general practitioner for 
the general practitioner. There are 478 pages cov- 
ering 91 subjects divided somewhat as chapters. 
Many of the headings are merely the names of 
symptoms, some of. which are: Pleurisy, vomiting, 
foot troubles, etc. Eight pages are devoted to ton- 
sillectomy, whereas seven pages are devoted to tu- 
berculosis and six pages to syphilis. He wastes a 
good deal of space in his effort to make it read- 
able; for example, under the title of Infant Feed- 
ing, he has the following paragraph which is em- 
blematic of many others: 

“This glorious land of ours was discovered by 
a Dago, is owned by the Jews, is run by the 
Irish and censored by the A.M.A., is littered with 
placards and deluged with advertisements of infant 
foods. We hope the vast interstellar spaces escape. 
Each manufacturer has the one and only perfect 
product. That this savors slightly of blasphemy 
matters not at all. That the Author of our being 
is likewise the Creator of breast-milk, is an out- 
worn idea that has fallen in the march of prog- 
ress. Modern science has beaten His product to a 
frazzle. Why go back to the reign of Tiberius?” 

There is, however, a great deal of good hard com- 
mon sense in the book. 


A TEXTBOOK OF SURGERY, for Students and 
Physicians; by W. Wayne Babcock, A.M., M.D., LL. 
D., F.A.C.S., Professor of Surgery and of Clinical 
Surgery in The Temple University; Surgeon to The 
Temple University Hospital and to the Philadelphia 
General Hospital No. 6, 1917-1919. Second Edition, 
Rewritten. 1312 pages with 1032 illustrations and 
eight plates in color. Philadelphia and London: 
W. B. Saunders Company, 1935. Cloth, $10.00 net. 

This is the second edition of A TEXTBOOK 
OF SURGERY. Every chapter has been rewritten 
and revised; a great deal of new material has been 
added on the parathyroid glands, the sympathetic 
nervous system, the duodenum, the mesentery, the 
omentum, etc. 

The first edition of this book proved to be ex- 
tremely popular and we predict that this edition 
will become even more popular because of its being 
more comprehensive. The publishers have done 
excellent work in the printing art. The book is 
well bound and substantial, as it must be, to carry 
1312 pages. The author and publisher are both to 
be congratulated. 


DISEASES OF THE SKIN; By Richard L. Sut- 
ton, M.D., Sc.D., LL.D., F.R.S. (Edin.) Professor 
of Dermatology, University of Kansas, School of 
Medicine; and Richard L. Sutton, Jr., A.M., M.D., 
L.R.C.P. (Edin.) Assistant in Dermatology, Univer- 
sity of Kansas, School of Medicine; with 1,210 Il- 
lustrations ,and 11 colored plates; ninth edition re- 
vised and enlarged; The C. V. Mosby Company, 
1935; St. Louis, Mo. 

Richard L. Sutton, Jr., has joined his father in 
bringing out the ninth edition of this splendid 
text of diseases of the skin. This edition has been 
enlarged and revised considerably. It is apparently 
completely up to date. 

To attempt to describe the volume other than to 
Say that it is encyclopedic of skin diseases is use- 
less. Every practitioner should have access to it. 

: 2 eH 

HUGHES’ PRACTICE OF MEDICINE; Revised 

and edited by Burgess Gordon, M.D.; With sections 


14) 


P lease give yourself this 


good advice, Doctor 


N ASSUMING responsibility for your patients’ health 

and well-being, you may be overlooking your own physi- 
cal condition. You work hard — harder than most of us. 
Your health is even more important than your patients’. 
You, more than anyone else, Doctor, need to keep your- 
self in good condition, 


Many doctors drink Cocomalt regularly during the day 
because of the extra food-energy it provides, and at night 
before retiring because they know that a hot, non-stimu- 
lating drink is an aid to sound, restful sleep. 


Why many doctors use this delicious 
food-drink in their own homes 


Many doctors see to it that their children also drink 
Cocomalt regularly. Mixed with milk as directed, Coco- 
malt increases the protein content 50%, carbohydrate 
content 170%, calcium content 35%, phosphorus content 
70%. It is rich in Vitamin D, containing not less than 
30 Steenbock (81 U.S.P. revised) units per ounce—the 
amount used to make one glass or cup. 


Cocomalt is delicious. It is high in food value—low 
in cost. It comes in powder form, easy to mix with milk 
—HOT or COLD. Sold at grocery and drug stores in 
14-Ib. and 1-Ib. air-tight cans. Also in 5-lb. cans for 
professional or hospital use, at a special price. 


Cocomalt is accepted by the Committee on 
Foods of the American Medical Associa- 
tion. Prepared by an exclusive process un- 


der scientific control, Cocomalt 
is composed of sucrose, skim 
milk, selected cocoa, barley malt 
extract, flavoring, and added Vi- 
tamin D (irradiated ergosterol). 


R. B. Davis Co., Dept. $224 
Hoboken, N. J. 








Please send me a trial-size can 
FREE TO DOCTORS: of Cocomalt without charge. 
We will be glad to send 
a professional sample of 
Cocomalt to y phy- 
sician requesting it. 
Simply mail coupon with 
your name and address. 


Dr. 





Address 








City 





See 2 2 a2 ane eaeanaee 
heme eeseneeeeneeennl 
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on Nervous and Mental Diseases, by Harold D. Pal- 
mer, M.D.; and on Diseases of the Skin by Vaughn 
C. Garner, M.D.; 15th Edition with 61 illustrations; 
Philadelphia; P. Blakiston’s Son & Co., Inc., (1012 
Walnut Street); 1935. 

This is a conventionally arranged book on the 
practice of medicine, small size, flexible covers, for 
handy reference. There are a number of new sub- 
jects discussed in it which were not touched upon 
in the 14th Edition, for example: Psyittacois, coe- 
liac disease, radium poisoning, botulism, granulocy- 
topenia, hyperparathyroidism, coronary thrombosis, 
moniliasis, etc. 

The discussion of allergy is limited to the discus- 
sion of hay fever. His paragraphs on eczema do 
not mention the term allergy. In the discussion of 
migraine he says that the causes are wrapped in 
mystery, and no mention is made of the allergic 
explanation. In the discussion of asthma, however, 
he considers allergy as the prominent eitologic fac- 
tor. 

I consider this a handy reference volume. 


THE CHINESE MEDICAL JOURNAL, Volume 
48, December, 1934. 

This Journal is published in English; there are 
11 original articles in the December number. The 
titles of these articles differ materially, in the 
main, from those found in American medical jour- 
nals: For example, “The Coronary Arteries of the 
Northern Chinese Heart,” “A Study of the Cutane- 
ous Nerves of the Chinese Foot’,, “The Develop- 
ment of the Upper Eyelid of the Chinese, with Spe- 
cial Reference to the Mongolic Fold,” etc. 

The journal is printed on a good grade of paper. 
It appears to be well edited, and the articles well 
written. 


SOUTHWESTERN MEDICINE 


FOOD AND HEALTH: by Henry C. Sherman, 
Mitchell Professor of Chemistry, Columbia Univer- 
sity; The Macmillan Company, New York; 1934. 

The author has a splendid worms-eye view of the 
entire subject of diet with the exception of his 
knowledge of allergy, which he states lies outside of 
the scope of his book. He does say, correctly, that 
well-balanced dietaries may prevent allergy and 
that the extent of food allergy is often due to per- 
sons having been kept too exclusively upon one 
article of food. He is wrong when he says that the 
old quotation “What is one man’s food is anothe: 
man’s poison,” is so rare that the statement is of- 
ten misleading. He has discussed the entire prob- 
lem from a chemist’s standpoint and a very excel- 
lent viewpoint it is. His idea throughout is common 
cense and excellent in practically every way. He is 
evidently widely read on the subject of diet. The 
book is recommended not only to the laity but to 
the physician. 


USEFUL DRUGES: A list of drugs selected to 
supply the demand for a less extensive materia 
medica with a brief discussion of their octions, 
uses and dosages; prepared under the direction 
and supervision of the council on pharmacy and 
chemistry of the American Medical Association; 
Edited by Robert A. Hatcher, Ph. M., Sc. D., M. D., 
and Carry Eggleston, M. D.; ninth edition; Ameri- 
can Medical Association, 535 North Dearborn St., 
Chicago, Illinois. 

Useful Drugs is a small sized book of 202 pages 
printed in small type and on thin paper. It is de- 
signed to give the necessary information on the 
relatively small number of drugs which are com- 
monly used. A large number of the drugs dis- 
cussed in the ordinary book on materia medica 
are omitted. 











Modernly equipped for the care 
and treatment of- tuberculosis in 
all stages. Rates $15.00 per week 
and up. Nurses care and medical 
attention included. $10.00 per week 
for convalescents. Write for de- 
scriptive booklet. 








THE LONG SANATORIUM 


EL PASO, TEXAS. 


A. D. Long, M. D. 
Medical Director 








Founded 1896 by Dr. Hubert Work 


A modern, newly constructed 








WOODCROFT HOSPITAL, PUEBLO, COLORADO 


Sanitarium for the scientific 
care and treatment of those 
nervously and mentally ill, the 
senile and drug addicts. 
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